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Petrolagar... 


As a Bland Cleansing Enema 


e@ The effect of a Petrolagar cleansing enema is to soften thoroughly the inspissated 
stool, and help establish a complete, comfortable bowel movement. Petrolagar serves 
this purpose well because it is miscible with water, a virtue that enables an even 
dissemination of minute oil globules throughout the residue in the colon. 


The Petrolagar cleansing enema is preferable to irritating soap solutions in 
either the home or the hospital, because of its gentle, but thorough softening action. 


Consider the routine use of the Petrolagar cleansing enema in the hospital, 
: postoperatively or in obstetrical cases, where normal bowel habits are temporarily 
Petrolagat 
“ts disturbed. 


How to ust: Mix 3 ounces of Petrolagar Plain with water sufficient to make 
one pint to one quart, as desired, and administer by gravity. For retention enema 


administer at body temperature. 


*Petrolagar—The trademark of Petrolagar Laboratories. Inc., 
brand emulsion of mineral oil . .. Liquid petrolatum 65 c.c. 
emulsified with 0.4 gm. agar ina menstruum to make 100 cc. 








Petrolagar Laboratories, Inc. «8134 McCormick Boulevard ¢ Chicago, Illinois 
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Pneumonia Control in New Mexico 
(1940-1941 ) 


C. H. DOUTHIRT, M.D. 
Santa Fe, N. M. 


HIRTEEN STATIONS were established 

throughout the state where laboratory facil- 
ities were available. Laboratory facilities were 
placed at the displosal of physicians, assuring 
prompt accurate diagnosis and adequate check 
of the patient’s condition while under therapy. 
Specific drugs and type specific serum were fur- 
nished through the stations. These facilities 
were made available without cost to patients who 
were unable to pay for them. Stations did the 
required laboratory work according to approved 
fee schedules. The physician’s request for these 
services and medicaments was accepted as indi- 
cating that the patient was entitled to receive 
them. 

Based on funds available and estimates of 
costs of treatment. each station was limited to 
a maximum number of eases to be treated, al- 
though as the program progressed, it was pos- 
sible to make certain adjustments enabling some 
stations having heavier demands to treat more 
cases in lieu of other stations receiving fewer 
requests. The program was opened November 1, 
1940 and terminated June 1, 1941. 

Two hundred and sixteen cases were treated 
with two hundred recoveries and sixteen deaths, 
a fatality of 7.4%. This is a marked reduction 
from the 11.9% of last year’s program. In view 
of the United States Public Health Service’s 
stated purpose of arranging programs “‘. . . de- 
signed to aid the medical profession in reducing 
pneumonia mortality’’, a 7.4% fatality for all 
cases, types and age groups assumes consider- 
able significance when compared with the aver- 

Appreciation is hereby expressed to the United States Public 
Health Service for providing funds making this program pos- 
sible; to the hospitals and laboratories serving as pneumonia 


control stations; to the physicians and health officers for their 
most excellent cooperation. 


age fatality of about 25% to 30% before intro- 
duction of chemotherapy. Cases treated by sta- 
tions were as follows: 
Cases 
Station Total Recovered Died 
1 Santa Fe 8 8 0 
2 Gallup 24 22 2 
Albuquerque 7 7 0 
Albuquerque 1 1 0 
Albuquerque 0 0 0 
Albuquerque 17 14 3 
Las Cruces 35 32 3 
9 Raton 6 3 3 
10. Clovis 13 13 
11 Las Vegas 30 27 
12 Carlsbad 29 28 
13 Carlsbad 20 20 
14 Silver City 26 25 
It is perhaps worth noting that the three 
deaths at Station 9 were complicated by or had 
the following associated conditions: alcoholism 
and myocarditis, cardiac failure, uremia. This 
dispells any tentative assumption, based on the 
figures above, that pneumonia is more apt to be 
fatal in any particular section of the state. 


Total amount of 
3,430.7 grams; average per case, 17.2 grams. 
physicians preferred sulfathiazole 
which was exchanged for the sulfapyridine is- 


sulfapyridine used was 


Some few 


sued by stations. 


Total amount of serum used was 3,192,500 
units; average per case, 51,492 units. While it 
was suggested that sulfapyridine be adminis- 
tered first with serum to be furnished all cases 
not responding promptly, or in which sulfapy- 
ridine might be otherwise contraindicated, it 
was, of course, left to the discretion of the physi- 


cian. Such satisfactory results were obtained 
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with sulfapyridine that one station issued no 
serum for its twenty-nine cases and at another 
station serum was found necessary for only one 
case out of twenty. Some physicians, however, 
preferred to combine sulfapyridine and serum 
from the onset. While the percentages given 
below cannot be considered entirely indicative, 
due to the great numerical differences in the 
groups, it is to be noted that the fatality for the 
group receiving sulfapyridine only compares fa- 
vorably with that for the group receiving both 
sulfapyridine and serum. It is felt that a 100% 
recovery for the group receiving serum only 
connot be considered significant, based as it is 
on only two cases. ' 

. Cases 

Recov- Iatal- 
Total ered Died ity 
Received sulfapyridine 


only 146 137 9 6.2% 
Received both sulfapy- 

ridine and serum 61 55 6 9.8% 
Received serum only 2 2 0 O 
Received neither 7 6 1 14.3% 


It has been pointed out that one of the ad- 
vantages of chemotherapy in the treatment of 
pneumonia is its comparatively low cost. For 
the two hundred and sixteen cases treated on 
this program the average cost per case was 
found to be $12.80. While this figure does in- 
clude administration costs for the whole pro- 
gram, it must also be remembered that in some 
cases much laboratory work was done in excess 
of the maximum laboratory fee to which sta- 
tions agreed to limit their charges. 

A 
tween physicians and the hospital allowing all 


= 


one station an arrangement was made be- 


program patients to be treated in the hospital. 


Cases 
Fatal- 
Total Died ity 
Hospital 120 13 10.8% 
Home 93 3 3.2% 
Both 3 0 none 


Kor the country as a whole the fatality rate 
in private practice is distinetly lower than that 
in hospitals since the most severe eases are hos- 


pitalized. 
ANALYSIS OF CASES 
I 
Cases 
Recov- Fatal- 
Total ered Died _ ity 
Broncho pneumonia 638 59 4 63% 
Lobar pneumonia 152 140 12 7.9% 


Final diagnosis influenza 1 1 0 0 
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I] 
The two hundred and sixteen cases were fair- 
ly evenly distributed between male and female. 


Cases 
Recov- Fatal- 
Total ered Died ity 
Male 115 102 13 11.3% 
Female 101 98 3 3.0% 


Some leading medical authorities state that 
sex appears to have very little influence on the 
death rate of pneumonia. 

III 


Ages ranged from three weeks to ninety-three 


years: 
Cases 
Recov- Fatal- 
Age Group Total ered Died ity 
Under 1 23 «618 5 2.7% 
1- 4 38 37 1 2.6% 
5. 9 is. 38 G6 
10-19 a: 0. 8 
20-29 27 27 0 0 
30-39 28 Zi 1 3.6% 
40-49 4 1 48% 
50-59 19 16 3 15.8% 
60-69 8 8 0 0 
70-79 11 8 3 27.3% 
80 and over 2 0 2 100.0% 
Unknown 1 1 6 8 


While an almost equal number of males and 
females were treated, it is extremely interesting 
to note that there were no deaths among fe- 
males between the ages of twelve months and 
ninety-three years. It is also of interest that 
there were no deaths of either sex between the 
ages of twelve months and thirty years. Fatal- 
ity for those under one year was 21.7% (males 
17.4% ; females 4.3%). 

IV 

Practically all known types were represented 
and were fairly evenly distributed in age groups 
and by sex. All types with the possible excep- 
tion of Type 2 were fairly evenly distributed 
throughout the state. There was some evidence 
that Type 2 was somewhat more prevalent in 
the southwestern part of the state. Nine cases 
had more than one type, fifteen were due to 
streptococcus, seven to Friedlander bacillus, 
thirty-six were undetermined type and the di- 
agnosis of one ease was changed to influenza. 

V 

Of the two hundred cases that recovered, six- 
teen cases followed acute infections such as in- 
fluenza, searlet fever, measles, ete. Two were 
post operative. Thirty-three had various compli- 
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cations and associated conditions; of these, five 
were pregnant, one of which had empyema and 
another tuberculosis. Five had otitis media, one 
had pneumococecus meningitis, another had ty- 
phoid fever, empyema and hematuria. Other 
complications or associated conditions were em- 
pyema, tuberculosis, uremia, and various car- 
diae conditions. Of the total of fifty-one cases 
showing various complications, twenty-five were 
male and twenty-six were female. While the 
number was evenly divided between male and 
female, it is interesting that of the eight cases 
showing heart conditions seven were male. The 
one female having a heart condition was a child 
twelve months old who was improving under 
treatment, then died suddenly ; the complication 
was given as cardiac insufficiency. 

Of the seven males having cardiae conditions 
five died. One of these was a child three months 
old and an autopsy revealed vegetative endocar- 
ditis. 


VI 
Deaths by Types of Pneumococcus : 
Cases 
Recov- Fatal- 
Types Total ered Died ity 
9 35 32 3 8.6% 
3 11 9 2 18.2% 
6 7 6 1 14.3% 
7 9 8 1- 11.1% 
11 4 3 1 25.0% 
19 12 10 2 16.7% 
20 4 3 1 25.0% 
Streptococcus 15 14 1 6.7% 
Undetermined 36 32 4 11.1% 


ANALYSIS OF DEATHS 

Of the five deaths in children under one 
year of age, three were lobar and two broncho 
pneumonia. Physicians’ comments on four of 
the case records were as follows: 

Case A—‘‘ Patient in extremis when admitted. 
No opportunity to get treatment carried out.”’ 

Case B—‘Dehydration. Toxie nephritis? 
Autopsy: Vegetative endocarditis. Patient died 
before treatment could be instituted. 

Case C—‘‘Baby dying when first seen by 
doctor and on admission to hospital.’’ 

Case D—‘‘ Death apparently from toxaemia— 
temperature normal for several days before 
death.’’ 

The fifth in this group was a very interesting 
ease. There were no comments on the case 
record. According to the laboratory report the 
first laboratory work was done on the case 
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February 28, 1941. At this time the total white 
count was 41,000; lymphocytes 54%, mononu- 
clear 3%, eosinophils 2%, polymorphunuclear 
41% ; red count 5,250,000. Positive for Type 19 
pneumococeus, urine showed albumin plus 1 
and a trace of sugar. 

March 2. Total white count 53,469: lymphocytes 84%, 


polymorphonuclear 12%, menonuclear 3‘, eosinophils 1%: red 
count 4.350.000. 
March 3. Urine showed albumin, suger and acetone 


March 4. Total white count 46,100; lymphocytes 63°. poly- 
morvhonvclear 33%, mononuclear 3%, eosinophils 1% red 
count 4,650,000. 

March 6. Total white count 56.100; lymphocytes 67%. poly- 


morphonuclear 29%. mononuclear 3%, eos'nophils 1%: red 
count 4,350,000. 

March 7. Sulfapyridine discontinued—pneumonia cleared 
up. 

March 8. White count 19,550: lymphocytes 69%, polymor- 
phonuclear 27%, mononuclear 3%, eosinophils 1%: red count 
5,250,000. 

March 9. Pneumonic condition again apneared. Tempera- 


ture 104. Pharyngeal smear again showed preumonia Type 19 
March 10. Total white count 21,450: lymphocytes 64%, 
ro'ymorphonuclear 34%, mononuclear 2%. 
Marc’ 11. Suspected whooping cough. 


March 12. Total white count 12,700: lym~hocytes 74%, 
pelymorphonuclear 20%, eosinophils 2%, basophils 27, mono- 
nuclear 2%. 


Comments—This child improved satisfactorily and was dis- 
missed from the hospital March 23. Two davs later, March 25. 
she was readmitted. Pharyngeal smear negative for pneu- 
moccocci. 


March 31. Total white count 4,050: polymorphonuclear 10%. 
April 1. Patient died. 


During the course of her illness she re- 
ceived a total of 12.5 grams of sulfapyridine 
and 40,000 units of serum. She was eleven 
months old. 

Physicians’ notations on case report cards of 
fatal cases in other age groups follow: 

Age Group: 1-4; No. Cases: 1—Cardiae in- 
sufficiency. Baby apparently improving un- 
der treatment. !Yeath very sudden. 

Age Group: 30-39; No. Cases: 1 
sated mitral heart (old cardiac). 

Age Group: 40-49; No. Cases: 1 
Blood urea 79.65. 


Decompen- 

Uremia. 
Age Group: 50-59; No. Cases: 3—Alecoholism, 
myocarditis. (Leukoeyte count dropped to 2,- 
800 after taking four grams of sulfapyridine. ) 
No comments on the other two cases. 

Age Group: 70-79; No. Cases: 3—Cardiac 
failure ; congestive heart failure: terminal pneu- 
monia. 

Age Group: 80 plus; No. Cases: 2—Tuber- 
culosis broncho pneumonia. No comments on 
second ease in this group. 

While results of one such program present 
nothing of conclusive nature, it is hoped that 
comparisons of studies of this kind from year 
to vear will result in establishing even more 
effective methods for the control of pneumonia 
in New Mexico. 


State of New Mexico. 
Dept. of Public Health. 
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Common Skin Diseases 


i 


(Dermatitis \‘enenata and Acne Vulgaris) 
RICHARD L. SUTTON, JR., M. D. 
Kansas City, Mo. 


ft geemewsniahign VENENATA is dermatitis 

resulting from cutaneous reaction to ani- 
mal, vegetable, or mineral substances when they 
touch the skin. All degrees of inflammation from 
simple hyperemia to actual gangrene are en- 
countered. Most cases are at first erythema- 
tous, being sharply limited to the surface touch- 
ed by the irritant. Later they may become 
papular and vesicular (eezematous), but are 
pustular only if secondarily infected. Lesions 
are at first limited accurately to the site of ac- 
tual contact, but widespread itching and der- 
matitis may appear scattered over the body, 
depending on the development of widespread 
cutaneous reactivity. Diagnostic is the feature 
of severe itching with comparatively mild look- 
ing dermatitis. 

The eruption which results from a single con- 
tact with the offending substance is a self- 
limited one. It disappears spontaneously within 
a few days or weeks. 

Repetitions of contact are usual, however. 
The response of the sensitive skin may become 
progressively more intense. The clinical picture 
and the history that the patient gives depend 
intimately on the time intervals involved. Daily 
association with a deleterious agent evokes eon- 
tinuous and chronie disease. Occasional con- 
tacts result in occasional flares, the exacerbation 
being sudden and its subsidence gradual. Thus 
investigation of etiology requires intelligent 
questioning of the patient, for periods of free- 
dom from disease furnish clues as significant 
as periods of activity. 

Such morphologic names as erythematous ec- 
zema, Vesicular eczema, chronic eczema, and fis- 
sured eczema, are not sufficient to identify the 
disease. Dermatitis always has a cause (physical, 
chemical, parasitic or combined) although the 
cause may be difficult to identify. Dermatitis 
due to a dye, paraphenylendiamine for example, 
might manifest at different times in one person 
a variety of morphologic forms, ranging from 


Assistant Professor of Dermatology, University of Kansas 
Medical School. 

Read Before The New Mexico Medical Society, at its Fifty- 
Eighth Annual Session at Albuquerque, New Mexico, May 
27-29, 1940. 


bullous inflammation to lichenification. Merely 
to name it erythematous eczema at one time 
and lichen chronicus simplex or neurodermatitis 
at another time would be to fail to comprehend 
the phenomena manifested. 

I include within the meaning of dermatitis 
venenata all inflammations of the skin pro- 
voked by contact, whether the agent is one 
which acts with substantially equal effect upon 
all skins (nitrie acid, lye) or is one which 
acts with widely variable intensity on different 
skins because of allergy. Dermatitis venenata 
is often provoked by medicinal agents such as 
ammoniated mercury. There seems to be no 
hard and fast line of distinction to be drawn 
between chemical irritation and allergic intol- 
erance, for whatever irritates may (but not 
necessarily does) alter reactivity. Experiments 
indicate that substances must exist which will 
provoke allergic, eczematous reactions in all 
persons’. One must interpret the hyperergic re- 
sponse as the physiologic response to some irri- 
tants, just as purulent inflammation is the ex- 
pected, physiologic response to Staphylococcus 
aureus. Wise and Sulzberger (1933)’, studying 
the eczematous reaction to butesin picrate, de- 
scribed 3 time periods: (1) refractoriness, which 
may persist for months despite contact; (2) in- 
cubation, while allergy develops in 9 or 10 days; 
and (3) development of reaction 16 to 48 hours 
after the contact, after allergy exists. 

When one judges from the hands alone, one 
cannot differentiate between pompholyx due 
to sensitivity to chemicals of known composition, 
and pompholyx caused by dermatomycosis of the 
feet. Dermatitis venenata, however, is contact 
dermatitis, and it is not dermatomycosis or der- 
matophytid. I think that, if one identified cases 
of dermatitis venanata, dermatomycosis, derma- 
tophytid, bacterial dermatitis, dermatitis de- 
pendent on focal infection (bacterids), derma- 
titis dependent on food allergy, and combina- 
tions of these, then excessively few cases of ‘‘ec- 
zema’’ would remain undiagnosed. 

The eyelids, which are tender tissue readily 
capable of becoming swollen and itchy, are 
generally involved in contact dermatitis. The 
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flexural folds (neck, antecubital, popliteal) and 
the delicate skin of the genital region are gen- 
erally inflamed in widespread allergic derma- 
titis. These regions probably are sites of mediate 
contact, noxae being carried in small amounts 
by the fingers. Repeated attacks of swelling 
and itching of the eyelids, with redness, infil- 
tration and loss of flexibility, are always due 
to dermatitis venenata. While drops containing 
atropine may be the cause in a given case of 
itching lids, one must usually seek noxae through 
the whole gamut of air-borne, water-borne, med- 
icinally or cosmetically applied, occupational, 
seasonal, or other contacts with any part of the 
entire body surface. Fungus allergy may pro- 
voke exactly similar eczematous response. The 
eczematous reaction is not different with dif- 
ferent allergens. 

There is little known about why sensitivity ap- 
pears. Its onset may be sudden, after years of 
preceding, innocuous contact. The farmer with 
ragweed dermatitis’ is an adult who met the 
allergen for years without having symptoms of 
reaction. Infection with fungi is a common con- 
tributory cause. 

Sensitization from the initial substance may 
spread so as to embrace other substances of re- 
lated or nonrelated chemical nature. This phe- 
nomenon, observed’ but not explained, is of 
practical importance. While it is common for 
chemical sensitization to succeed dermatomy- 
cosis—a matter of especial significance in in- 
dustrial dermatology—it is likewise common 
for nonparasitic contact dermatitis to become 
complicated with parasitism. Dermatitis of the 
neck may become involved with seborrheic der- 
matitis from the scalp, or ivy dermatitis of the 
legs with dermatomycosis from the feet, or con- 
tact dermatitis of the hands with moniliid from 
vulvovaginitis, or perianal and pedal epidermo- 
phytosis with superimposed medicinal dermatitis 
venanata, where it may be impossible to tell 
which came first—such combinations constitute 
the confusing cases spoken of as ‘‘eczema.”’ 

Mucosae,* as well as skin, may suffer contact 
inflammation which does not differ from con- 
tact dermatitis. Cheilitis and stomatitis have 
been caused by many agents, such as _ tooth- 
paste, prostheses, even mercury amalgam. 

Plants’ are common causes. Dermatitis pro- 
duced by ragweed,” a type which has been in- 
tensively studied, occurs in adults and rarely in 
children. Its features are characteristic of plant 
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dermatitis: the seasonal incidence, annually re- 
peated. During July and August and maximally 
in September, disappearing with the frost; the 
redness, swelling and itching of the eyelids and 
the inflammation of the exposed surfaces, es- 
pecially the hands, wrists, ankles and face; the 
exacerbations which occur after hunting, weed- 
ing, or otherwise contacting the plant; and the 
local reaction with distant flare the 
patch test is applied. 

Since dermatitis venenata is of such signifi- 
cance in industrial medicine,’ its 
sumes important proportions. 

Diagnosis of Dermatitis Venenata.—In acute 
cases (initial reactions) the abrupt onset, the 
history of exposures, the location, the erythema- 
tous and vesicular character of the eruption, and 
the margins of it. all serve to make the diagnosis 
of contact dermatitis easy; but to unearth the 
particular cause is less simple. The longer the 
dermatitis has endured the more difficult it is, 
as a rule, to discover the allergen. Flares give 
clues, for contact must have been made a few 
hours before the flare. The involvement of eye- 


when 


control as- 


lids and flexures in cases of comparatively high 
degrees of sensitivity is diagnostically sugges- 
tive. 

The manner of reaching the skin influences 
the location. Allergens of eczematous derma- 
titis may reach the skin as air-borne dust, set- 
tling in greatest concentration on exposed parts, 
moist parts, and where clothing constricts. Der- 
matitis caused by shoes” is exemplary; vesicu- 
lar eruptions appeared on the feet when the 
offending shoes were worn, and disappeared 
when they were not. Dermatomycosis was ruled 
out by the relationship with the wearing of 
the shoes, by the positive patch tests, by the 
absence of demonstrable fungi, by the severity 
of the itching which seemed disproportionate 
with the visible dermatitis, by the freedom of 
the interspaces from involvement, by the pre 
dileetion for the dorsum of the foot, and by the 
sharp margins of the irritated areas. Not all 
vesicular eruptions on the feet are tinea, im- 
petigo” as well as dermatitis venanata of the 
feet being common. 

Prognosis.—The removal of the cause is us- 
ually followed, within a few days or weeks, by 
complete recovery. Repeated attacks are to be 
expected until the cause is identified and con- 
tact is avoided. A known and carefully avoided 
agent may be met accidentally or inadvertently. 








Bot) SOUTHWESTERN MEDICINE 


Efforts to desensitize are in general not prac- 
tically successful.” Sensitization may disappear 
if contact is avoided for many months, or at 
least the degree of sensitivity may diminish 
greatly. 

TREATMENT 

The basic necessities are to remove the cause 
and to give the patient symptomatic relief 
while the skin heals. Medical effort is directed 
at keeping something off the skin, not at pour- 
ing something on it. The skin will heal if further 
irration or bacterial complication are avoided. 

The principles of treatment are, in general, 
the prevention of contact by suitable protec- 
tion, such as gloves, the chemical detoxification 
of harmful substances before they have pro- 
duced damage, the identification of noxae as 
well as susceptible employees by means of patch 
tests, and testing of industrial materials before 
they have been admitted to general use. 

If contact has occurred within a few hours, 
removal of the irritant from the skin may be 
possible. Soap and water at this time may be 
highly desirable whereas, a few hours later, 
this treatment would do great harm. Aleohol or 
other suitable solvents are used similarly. In 
ivy poisoning, much allergen may be present 
even after reaction has set in. This can be neu- 
tralized at least in part by the application of 
1:100 potassium permanganate solution, which 
is swabbed on until the horny layer is deep 
brown. Clinical neutralization of many dermal 
irritants can be accomplished. Sodium thiosul- 
fate, for instance, counteracts iodine. 

Prevention of contact may be obtained in 
some circumstances by discarding objects, such 
as shoes or furs. Often it is difficult to convince 
a patient that one, solitary, momentary contact 
is sufficient to undo the benefits of two weeks 
of perfect avoidance. Sometimes mechanical 
(gloves, boots) or chemical 
means (baths, soaks, detoxifying agents) may 
be used to interrupt the contact ; or the sufferer 
may learn what not to touch, or where not to 
spreal the contact ; or a workman may be shifted 
to a different job. 

Such solutions are easy, comparatively, if 
the allergen is known. While the allergen is not 
known, the avoidance of every possible agent 
is desirable. Hospitalization, with complete con- 
trol of the environment—separating the patient 
from his home, his clothing, his hair tonie and 
toothpaste, his garden, potted plants and sofa 


means vaseline, 
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cushions—is often the most effective way to 
bring the irritation under control. 

Allergic dermatitis may persist for days o1 
even weeks after the cause has been removed. 
During such a refractory period, a physician, 
impatient for benefit, changes from one medi- 
cine to another in the futile expectation of find- 
ing something that will induce healing. As in 
the case of a wound, healing depends upon the 
action of the tissues, not on the salve that is 
applied. In shifting from one agent to another, 
great risk is run of applying a medicine to 
which the patient is sensitive. Exfoliative derm- 
atitis has resulted from the application of am- 
moniated mercury ointment to a minor inflam- 
mation, with the development of spreading 
mercurial dermatitis, not recognized as such and 
treated with more mercury. 

X-ray therapy possesses the ability to desen- 
sitize locally. Reactivity generally returns with- 
in 2 to 6 weeks after this nonspecific desensitiza- 
tion. If the same, local, hypersensitizational der- 
matitis is treated with x-rays time after time, 
the eventual result is an x-ray burn. The cure 
of dermatitis venenata must be accomplished by 
removing the cause, not by temporarily de- 
stroying the ability of the skin to respond to 
irritation. 

I have found the simplest of medicines the 
most satisfactory. Vaseline is put on to protect 
denuded nerve endings, and soft, clean towels, 
wet with physiologic saline solution are super- 
imposed. This is comforting, and it is as com- 
pletely bland as I can devise. The patient is 
denied coffee, and is given aspirin, 5 grains 
every three hours, unless intolerance” occurs, 
and perhaps elixir phenobarbital, 3i. as well. 
What the tired, itching patient wants is respite 
from bedevilment by his skin; he ordinarily re- 
quires no other encouragement to sleep. 

If no allergen remains and no secondary in- 
fection exists, vaseline and cool tap water com- 
presses are wholly adequate”, as they are in the 
treatment of sunburn. 

If secondary infection exists, 1 or 2 per cent 
gentian violet” in water may be applied daily, 
and bichloride (1:10,000) or permanganate 
(1:5,000) packs or soaks may be prescribed. 
Mercury intolerance is not rare. 

Summary.—One cures dermatitis venenata by 
keeping something off the skin. 


Bryant Bide. 
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Cutaneous Manifestations of Syphilis 
HIRAM D. NEWTON, M. D. 
San Diego, Calif. 


Prior to the discovery of the complement fixa- 
tion test for syphilis, the only method of diag- 
nosis was by differential analysis of skin lesions. 
The chanere, the syphilitic roseola, the late sec- 
ondary syphiloderms, and the cutaneous gumma, 
with their many variations and locations, pre- 
sented to the earlier student the data upon 
which a diagnosis of syphilis was made. It was 
also a time-table suggesting the duration of the 
infection, thus giving rise to earlier concepts 
of primary, secondary and tertiary stages of 
the disease. 


To know, or even to be reasonably sure, that 
such a lesion was of syphilitic origin, it was 
necessary to have a comprehensive knowledge of 
the morphology of the lesions of other skin 
diseases. For this reason the dermatologist be- 
came the diagnostician of syphilis. In spite of 
modern refinements of laboratory diagnosis this 
is still true. 


Syphilis can and does involve every cutaneous 
structure from mucous membrane to toenail, 
and can simulate many common diseases from 
aene to cancer. The chancre may be typical or 
atypical, single or multiple. An instance of this 
in my experience was a chancre at the edge of a 
finger nail, which caused confusion for some 
days because of the close similarity to parony- 
chia. Chancre of the tongue can easily be mis- 
taken for cancer. Chancre of a tonsil, or ton- 
sillar pillar, may be confused with an ulcerating 
Vineent’s angina. 
paar Before The New Mexico Medical Society at its 


Fifty-Ninth Annual Gession, Raton, New Mexico, May 26-28, 
1941. 


A typical chancroid is more frequently than 
not, the site of a simultaneous infection with 
the Spirochaete. Herpes simplex of the lip, 
herpes progenitalis, excoriations such as the 
so-called ‘‘hair eut’’ may furnish a portal of 
entry for syphilitic infection without ever pre- 
senting the typical Hunterian induration. 

Palpation of the urethra in non-gonorrhoeal 
urethritis, or even in true gonorrhoea, may re- 
veal a suggestive induration. Gland puncture 
and dark-field, or prolonged observation with 
repeated Wassermann tests, may show this to be 
an intra-urethral chancre. Indurated erosions 
of the cervix may require biopsy for differential 
diagnosis between chancre and malignancy. 

The evanescent nature of the syphilitic roseola 
is well known. It is often difficult to see. A 
valuable trick in visualizing this eruption is to 
have the patient undress in a chilly room. This 
causes a more marked differentiation against 
the surrounding blanched skin. 

For the purposes of this paper an encyclo- 
pedie cataloging of the many and varied cutane- 
ous manifestations of syphilis would be of mini- 
mum value. Therefore, I shall present a group 
of relatively disconnected observations, experi- 
ences and quotations in an effort to increase 
what Stokes (1) calls the ‘‘index of sus- 
picion’’ and to improve the ability with which 
to apply it. 

So ealled ‘‘secondary syphilis’’ is frequently 
mistaken for other skin diseases, and other skin 
diseases frequently mistaken for it. A positive 
Wassermann is not the criterion of diagnosis. 
One may have a positive Wassermann and still 
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have tinea versicolor, psoriasis, parapsoriasis or 
a drug rash. I have had young doctors with 
pityriasis rosea and a guilty conscience ask me 
if IT thought they might have a Wassermann- 
negative secondary syphilis. 

The therapeutic test is not conclusive. Niles 
(2) has successfully used bismuth in treating 
erythema annulare centrifugum; which is a 
painless, non-pruritic, non-syphilitie skin dis- 
ease. Pityriasis rosea undergoes spontaneous 
involution and if treated as for syphilis might 
leave the impression of yielding to therapy. 
Bismuth is one of the valuable and popular 
agents in treating lupus erythematosus. 

I came very nearly using X-Ray on a pustu- 
lar follicular spyhilid of the back, referred to 
me for treatment of acne. She had psoriasis-like 
lesions of the palms of the hands, and mucous 
patches in the mouth, or I would have added 
another to my long list of mistakes. A number 
of cases of syphilitic alopecia of the typical 
ragged, moth eaten appearance have sought 
assistance to correct falling hair. Alopecia of the 
outer third of the eyebrow is very suggestive 
of syphilis. Wile and Belote (3) and Cole (4) 
have called attention to certain cases of alopecia 
areata associated with central nervous system 
involvement with syphilis. I have seen two such 
cases. 

Gumma is not as common now as previously. 
lor this reason it is more apt to be missed 
I am now treating a man for proven syphilis 
who consulted me for a nodular enlargement 
of the end of the nose. It closely simulated 
rhinophyma. The left half of his upper lip 
was gone. He was worried about cancer, stating 
that he had suffered this destructive operation 
of the upper lip for a group of nodules similar 
to that on the nose. His nose is now norma) 
under anti-syphilitie treatment. Another case 
with a gumma of the left side of the nose had 
been heavily irradiated by one of our good 
X-Ray men. The same man, at the same time 
considered a typical late circinate syphiloderm 
on this man’s shoulder an impetigo. 

Peculiarity of grouping is one of the sugges- 
tive things in the late syphiloderms. Peripheral 
extension with central scarred healing results 
in a characteristic polyeyelie or kidney shape. 
This can also occur in psoriasis, in ringworm, 
in granuloma annulare, in seborrhoeic derma- 
titis and other conditions. Peculiarity in color 
is a thing to look for. The reddish-brown in- 
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filtrated appearance described as ‘‘ham-color 
ed’’ is a helpful hint. However, confusion may 
arise with the fawn color of pityriasis rosea 
or some of the other cutaneous lesions in whicl 
some pigmentation occurs. Of course depig 
mentation may also occur. It would be an un 
fortunate thing to mistake a condyloma latz 
for a haemorrhoid! 

The question of syphilis in regard to leukop- 
lakia has been pretty well settled by a number 
of observers. Most of those not previously cor 
vinced now feel that smoking is etiologically 
more important in leukoplakia than is syphilis 
(5). 

With present day emphasis on ‘‘athletes 
foot’? one may easily make the error of using 
Whitfield’s ointment on a keratotic plantar or 
palmar syphilid. 

In spite of almost universal pre-natal Was- 
sermanns it is necessary to be alert for the evi- 
dence of congenital syphilis. Dennie (6) thinks 
that the skin manifestations in congenital syph- 
ilis are relatively infrequent. However, the 
presence of mucous patches, fissures at the cor- 
ners of the mouth, or desquamation of the palms 
and soles may suggest further study for syphil- 
itie stigmata. Congenital syphilis in the infant 
is almost consistently Wassermann-positive. 

SUMMARY 

FIRST—Maintain the ‘‘high index of suspi- 
cion’’ but do not be stampeded into a diagnosis 
of syphilis just because the diagnosis is not at 





onee clear. 

SECOND—Syphilis has a tell-tale color, a 
tell-tale infiltration, a tell-tale configuration. 
These may not be present in all lesions but 
often can be found if looked for. 

THIRD—Many unfamiliar skin diseases may 
to the uninitiated, appear like syphilis. Try t: 
obtain dermatologic consultation if the pictur 
is not clear. 

FOURTH—Syphilis may simulate many © 
the common skin diseases. 
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The Permission Necropsy—Its Purpose and Problems 
OSCAR T. SCHULTZ, M. D. 


Evanston, Illinois 
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Purpose of the Autopsy: 
The Autopsy and the Past Development of 
Medicine. 
The Autopsy and the Continuing Develop- 
ment of Medicine. 
[he Autopsy in Modern Medical Teaching. 
The Autopsy as a Check on Clinical Diag- 
nosis. 
The Autopsy and Vital Statisties. 
Value of the Autopsy to the Family. 


Legal Consent for Autopsy: 
The Form of Necropsy Permit. 
Who May Give Consent. 
Antemortem Consent. 
Who Should Seek Consent. 
Retention of Organs. 
Objections to Necropsy: 
Objections on the Part of Survivors. 
Religious Objections. 
Objections of the Mortician. 
Objection of the Physician. 
Overcoming Objections to Necropsy: 
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Edueation of the Laity. 
National Agencies: 
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American Hospital Association. 
National Selected Morticians. 
Local Agencies : 
The Institute of Medicine of Chicago. 
Funeral Services Associated of Chicago. 


Summary. 


i 1931 I had the honor of addressing the 

Academy of Medicine of Cincinnati. At that 
time I was engaged in a survey, made for the 
National Research Council, of the status of legal 
medicine in the United States. An important 
field of exploration was the coroner’s office 
and the autopsies done by that agency. To- 
night I am to talk upon the permission nec- 
ropsy, that is, the postmortem examination 
made with the consent, and often with the ex- 
pressed desire, of survivors of a deceased per- 
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son. The purpose of the coroner’s autopsy is 
the determination of the cause of death for 
medicolegal objectives, especially deaths due to 
violence of one kind or another. The purpose 
of the consent autopsy is quite different, al- 
though the findings may have a direct medico- 
legal bearing, especially when matters of in- 
surance are involved. 
PURPOSE OF THE AUTOPSY 

The autopsy is an old topic and perhaps 
nothing new is to be added to it. But the sub- 
ject must be brought into consciousness from 
time to time, lest we forget what the medicine 
of today owes to the autopsy, and forgetting 
that, that medicine will stand still or even retro- 
gress. It may be supererogatory to discuss with 
a medical audience the purpose of the autopsy, 
but the present and future purpose finds its 
answer in past development. 

The Autopsy and the Past Development of 
Medicine 

It is not exactly fair to speak of what the 
autopsy has done for medicine and humanity 
in the past as a purpose. Earlier observations 
were not purposeful. They were made and de- 
scribed before there could be interpretation or 
even understanding. The most important ef- 
fect of such earlier observations was the de- 
velopment of the subject matter of pathology, 
and this in turn formed the basis for rational 
and intelligent medicine. 

The earliest prehistoric picture writings de- 
pict abnormalities of the external surface of 
the body. The Egyptian art of embalming and 
preparation of mummies required disembowel- 
ing. This brought to light deviation from the 
normal in the internal organs. These were duly 
recorded and in time could be interpreted. 
But a beginning of real knowledge could not 
be made until dissection of the human body 
for the purpose of studying anatomy became 
permissible. In the sixteenth century there oc- 
eurred the flowering of anatomy that added so 
much along so many different lines to human 
knowledge. Increasing knowledge of the ab- 
normal was an inevitable outgrowth of the 
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anatomic studies that became possible with dis- 
section. The anatomist of the sixteenth cen- 
tury was the embryo pathologist. In Morgagni 
he became the full fledged pathologist. The lat- 
ter’s anatomic studies, Adversaria Anatomica 
(1719), were followed by his even more preten- 
tious tome, The Seats and Causes of Disease 
(De Sedibus et Causis Morborum, 1761). This 
was the first comprehensive treatise on path- 
ology. Note that Morgagni was as much inter- 
ested in the causes of diseases as in their seats 
and the changes brought about by them. For 
the modern pathologist also, cause is as im- 
portant as effect, the latter being disease itself. 
Forty-two vears elapsed between Morgagni the 
anatomist and Morgagni the pathologist. He 
eannot be accused of having rushed hurriedly 
into print with his observations on pathologic 
anatomy. Even with forty-two years of expe- 
rience the pathologist of today feels that he 
can still learn something from every autopsy. 

By the early part of the eighteenth century 
pathologie anatomy was well grounded as a 
medical discipline, but the art of medicine, 
meaning clinical medicine, was still too empiric. 
The nature of disease was not vet fully under- 
stood, although its anatomie background had 
gradually emerged from darkness. Disease was 
still something mysterious, something foreign 
to the body, something added to the normal 
state rather than derived from it. There was 
required an expansion of biologic knowledge 
broader than existed in the field of patho- 
logic anatomy. The development of the cell 
doctrine by Schleiden, the botanist, in 1838 and 
by Schwann, the anatomist, in 1839 was such a 
broadening influence. But it was not until the 
publication in 1858 of Virehow’s Die Cellulare 
Pathologie that the cell doctrine completed the 
groundwork of pathology. It became possible 
to understand that abnormal states have their 
foundation in normality. Logie and_ reason, 
rather than philosophic speculation, could be 
applied to the unraveling of the mysteries of 
medicine. This more exact knowledge of disease 
was the outgrowth of pathology as developed 
at the autopsy table and in the laboratory. 
Pathology became, as it still is, the foundation 
for all the clinical branches of medicine. 
The Autopsy and Continuing 
Development of Medicine 

Medicine having reached its present high de- 


velopment through the autopsy, it may be 
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asked why continue to make postmortem exam- 
inations? The~answer is that medicine is not 
yet a completed science and will never become 
so. Many disease processes are still incom- 
pletely understood. Only by continued post- 
mortem studies can new disease entities be dis- 
covered and older observations be confirmed, 
elaborated, and established as fact. To look 
upon scientific medicine as finished and as no 
longer needing the help of the autopsy would 
be a decided step backward. 


The Autopsy in Modern Medical Teaching 

Since pathology is the keystone of medicine, 
the medical student must be well grounded in 
this discipline if he is to have a proper under- 
standing of disease. His success as a practi- 
tioner will depend largely upon the extent to 
which he can correlate clinical signs and symp- 
toms with anatomic findings. He can gain this 
knowledge only by observing at the autopsy 
the changes wrought by disease, and by carry- 
ing his study of autopsy material still further 
into the fields of microscopic pathology, phys- 
iology, and chemistry. 

Medical teaching is good teaching to the 
extent that it keeps constantly before the stu- 
dent and the intern the pathologic background 
of the clinical subjects of the curriculum after 
the completion of the fundamental course in 
pathology. He will become a good physician if 
he ean visualize, in his living patients, the ana- 
tomic, physiologic, and chemical changes in the 
internal organs that might produce the ob- 
served signs and symptoms. He can become 
such a physician only by repeated correlation 
during his student days of autopsy findings 
with the clinical signs and symptoms noted 
before death. 

The Autopsy as a Check on Clinical Diagnosis 

The diagnostic acumen of the physician mus' 
of necessity vary with the individual; wit! 
his medical teaching and the ability to absor! 
that teaching during his student days; wit! 
his training and experience following the medi 
cal school days; with his diligence in perfect 
ing himself in observation and physical diag 
nosis. The most astute diagnostician would b: 
the last to claim for himself one hundred pe: 
cent infallibility in bedside diagnosis, eve 
with all the help he can obtain from the clini 
eal and roentgenologic laboratories and fron 
specially devised apparatus. Only by following 
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the carefully-studied patient to the autopsy 
table can he determine where and why an error 
in diagnosis was made or why something may 
have been overlooked. 

From time to time in the past, in some of 
the better hospitals in the country, tabulations 
have been made of the degree of agreement or 
disagreement between the clinical diagnosis and 
the anatomic diagnosis. The percentage or error 
varies in different categories of disease. It 
is highest in associated or minor lessons that 
may have been overshadowed by a main or pre- 
dominant condition. If such studies have for 
their aim the ‘‘showing up’’ of clinical medicine 
as a whole or the individual clinician, they are 
valueless. Their purpose should be the stimula- 
tion of more careful observation and more 
thorough study of living patients. Taking things 
for granted leads to poor work in any line of 
human endeavor. 


The Autopsy and Vital Statistics 

The reporting and tabulation of causes of 
death and the practical application of the 
knowledge gained therefrom have done much 
to lengthen the span of life and to improve the 
condition of mankind. But not one death in a 
hundred is subjected to postmortem examina- 
tion in the country at large. The cause of 
death as listed on a death certificate is there- 
fore a clinical diagnosis. It may be correct. But 
it may also be incorrect, and it almost certainly 
is ineorrect in a variable and not insignificant 
percentage. The value of vital statistics will be 
inereased in proportion to the decrease in the 
factor of error in reported causes of death. 


In attempting to arrive at more accurate 
information on the incidence of cancer, the 
autopsy may be very important. In a survey 
of the postmortem examinations at the Cook 
County Hospital in Chicago, Professor H. 
Gideon Wells found that early and small can- 
cers had not been recognized before death in a 
not ineconsiderable proportion of deaths coming 
to autopsy. It may be just the early and un- 
recognized internal cancers that may ultimately 
give us the most important information on the 
origin and nature of this dread disease. 


Value of the Autopsy to the Family 

It should be a mater of satisfaction for the 
surviving relatives of a deceased person to know 
exactly what conditions were present at the 
time. It should be a source of gratification to 
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know that everything that could possibly be 
done in a medical way had been done. 

Heredity is undoubtedly an important factor 
in disease. But to what extent it may operate 
cannot be determined until the family history 
of disease in the ancestry of the individual is 
more accurately known. One wonders how 
many persons there are in the United States 
who know exactly, as the result of autopsy, 
what abnormal conditions were present in their 
four grandparents. Certainly the geneticist 
would not attach much value to such meager 
data. 

The exclusion of certain diseases is some- 
times a matter of concern to members of a 
family. Many persons do not like the idea of 
tuberculosis or cancer in the family. Both of 
these conditions must frequently go unrecog- 
nized. 


LEGAL CONSENT FOR AUTOPSY 

Except in deaths referred to the coroner or 
medical examiner an autopsy may not be done 
without legal consent. Insurance contracts that 
give to the insuring company the right to have 
a postmortem examination made have been held 
to be valid. We are concerned here only with 
those neeropsies that are performed with the 
consent of the proper survivor. 


The Form of Necropsy Permit 

Vermont is the only state that requires the 
consent for autopsy to be in writing. In all 
other states verbal consent is sufficient. How- 
ever, most hospitals, for their own protection, 
require a written permit properly witnessed. 

Some hospitals use the simplest form of 
permit. This states the relationship of the 
signer to the deceased and authorizes an autopsy 
without any restrictions. If restrictions are 
made at the time of signing, such as examining 
the brain or limiting the examination to the 
abdomen, they are written in at the time of 
signing. At the other extreme is the very com- 
plete form suggested by Woodward’, until re- 
cently chief of the Bureau of Legal Medicine 
of the American Medical Association. A some- 
what less complicated form and one which in- 
troduces a principle not found in the permits 
of most other hospitals is that in use at the 
Johns Hopkins Hospital. This form recognizes 
the validity of verbal consent and does not re- 
quire a relative’s signature at a time when the 
latter may be emotionally upset. Verbal con- 
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sent is given to the attending physician or 
resident in the presence of a witness. The physi- 
cian then fills out the printed form, stating 
that permission has been given by the proper 
surviving relative. 

By far the largest number of autopsies 
are done in hospitals on patients who have 
died in the hospital. The physician frequently 
can and more often should obtain permission 
for necropsy on patients who have died at 
home. The examination is then made in the 
home or undertaking establishment. In regard 
to the latter it is to be noted that many of the 
more modern establishments have very excellent 
facilities for postmortem examination, facilities 
better than those of many hospital morgues. 
When an autopsy is to be done outside the 
hospital, the physician should protect himself 
and the pathologist, as well as the undertaker, 
by obtaining a written consent. In the hospital 
with which I am at present connected the 
autopsy permit becomes a part of the protocol 
and is filed with the clinical record. 

Who May Give Consent 

Legal consent for autopsy can be given only 
by the next of kin. This is the surviving spouse, 
if there is one, except in those instances’ where 
husband and wife have been separated althongh 
not legally divorced. After the spouse come the 
adult children. In the case of a dead child the 
father may grant consent; if he is not living, 
the mother. The degree of kinship relative to 
the right to grant permission follows the usual 
rules for the inheritance of property. A minor 
or mentally incompetent person may not grant 
permission except by a legally constituted 
guardian. 

A problem arises when there are two or more 
survivors of an equal degree of kinship, such 
as two or more children or siblings and so 
forth. This question is not covered by statute 
and does not appear to have reached the higher 
courts. A court would probably hold that the 
survivor who takes custody of the body and de- 
frays the burial expense is the one who has 
the right to give consent for autopsy. If the 
custody and burial expense are to be shared by 
survivors of an equal degree of kinship and if 
there is controversy among them as to the 
granting of permission for necropsy, it would 
seem advisable to forego postmortem examina- 
tion unless and until the survivors come to 
an agreement among themselves. 








November, 1941 


Antemortem Consent 


Courts have held that a person may not, dur- 
ing his life, grant consent for autopsy. Post- 
mortem examination by the testementary will 
of the decedent is another matter. In most of 
our states courts have held that-a decedent 
may so specify the disposal of his body after 
death, and a number of states have enacted 
statutory provisions to this effect. That a clause 
in an insurance contract authorizing necropsy 
is valid and has already been noted. 


Who Should Seek Consent 


Who should seek permission for the perform- 
ance of postmortem examination may be a de- 
batable question. In my opinion the first re- 
sponsibility falls upon the attending physician. 
He knows the family best and if he has im- 
pressed them favorably with his care of the 
patient, the family will be guided by his wishes. 
He is, furthermore, the person most concerned 
in learning the facts that an autopsy may dis- 
close. Unfortunately, many physicians neglect 
their duty in this respect. Credit for a high 
autopsy percentage should go directly to the 
attending physician. The surgeon who is called 
in as a last resort to perform an operation is 
usually less successful than the family doctor, 
because he has little contact with the family. 
He is apt to be blamed for the fatal termina- 
tion following an operation. However, some 
surgeons are so skilled in presenting matters to 
the family that they are more successful in ob- 
taining permission for necropsy than the family 
physician. In this respect as in many others 
there are wide variations in the skill of surgeons 
and internists. 


Next in line come the interns and residents. 
If they have conducted themselves properly in 
the presence of the family, if they have mani- 
fested intelligent and considerate care of the 
patient, and if they have tried to explain fea- 
tures of the case that seem mysterious, they 
may be and usually are the most important 
factor in obtaining permission for necropsy. Ii 
it were not for them, the necropsy percentage 
for most hospitals would make a sorry show- 
ing. 

The pathologist should not personally try to 
obtain permission for necropsy. He has had lit- 
tle or no contact with relatives during the pa- 
tient’s illness. If he is known as the hospital 
pathologist, whose duty is understood by the 
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laity as being that of making postmortem 
examinations, he may be suspected of having 
a purely personal motive in asking for an 
autopsy. 

Retention of Organs 

Courts have held that a simple permission 
for the performance of an autopsy does not give 
the right to retain organs removed during the 
course of postmortem examination. Only so 
much material as may be necessary to complete 
and establish the exact cause of death may be 
kept for further study. Strict adherence to this 
rule would greatly impair the teaching of path- 
ology. Fresh autopsy material is necessary for 
the student courses in pathology and for the 
continued education of the hospital staff in 
the clinical-pathological conferences conducted 
in most first-class hospitals. A museum of per- 
manently mounted gross specimens is a neces- 
sity for properly organized teaching. 

Many embalmers would prefer that organs 
removed at autopsy be not replaced in the body, 
since better preservation of the body can be 
obtained if the internal organs, which most 
quickly undergo postmortem putrefaction, are 
not replaced. But neither the pathologist nor 
the mortician dares withhold organs in the face 
of implied restrictions. This important phase of 
the necropsy problem can be easily covered by 
a clause in the autopsy permit authorizing the 
pathologist to retain such organs as may be 
necessary for teaching or further study. 


OBJECTIONS TO NECROPSY 

As has been noted, permission is necessary for 
the performance of an autopsy. If there were 
no objections to granting permission autopsies 
would become universal, to the great advantage 
of medical science and to the better knowledge 
of the ancestral medical history of the individ- 
ual. But objections do arise. This must be ad- 
mitted and the attempt made to overcome ob- 
jections in an intelligent and honest manner. 


Objections on the Part of Survivors 

Sinee it is the relative of nearest kinship 
who must grant permission for necropsy, ob- 
jections ultimately go back to this source. The 
objection may be purely sentimental ; there may 
be deep-seated abhorrence of the thought of au- 
topsy. If this feeling cannot be overcome by a 
simple statement of the nature and purpose of 
postmortem examination no further attempt 
should be made to break down the sentiment 
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that exists. Sentimental feelings should be re- 
spected. 

In most instances objection to autopsy is not 
due to sentimental feeling, but is the result of 
a failure to understand the purpose and nature 
of postmortem examination. Objection is raised 
that the examination has for its aim ‘‘experi- 
mentation’’ or ‘‘euriosity’’ or that it will re- 
sult in ‘‘mutilation’’ that will render the body 
unfit for inspection. The mind of the laity 
must be freed of such considerations. The 
pathologist does not experiment on dead bodies. 
He has no time for idle curiosity. If the path- 
ologist and embalmer do their work properly, 
there is no visible mutilation; the appearance 
of the body is often better after autopsy than 
before. It is interesting to observe at times 
with what ease these objections, as well as senti- 
ment, are forgotten when the family realizes 
that an autopsy may be a factor in the collee- 
tion of insurance. 


Religious Objections 

An objection not infrequently raised against 
the granting of permission for necropsy is that 
the religious beliefs of the family will not per- 
mit such treatment of the body. It is especially 
Jews and Catholics that are said to raise re- 
ligious objections to autopsy. In 1926 Christian,’ 
of Harvard, criticized Jewish hospitals for their 
low autopsy percentages. In the following year, 
Joslin,’ of Boston, stated that in twenty-eight 
years of medical practice he had seen autopsies 
on only two Jews. This criticism no longer ap- 
pears valid. In 1930 the permission percentage 
of four of the larger Jewish hospitals in the 
United States varied from 50 to 80 per cent, 
with an average of 62 per cent for the group. 
While autopsy percentages have increased pro- 
gressively in Jewish hospitals, the percentages 
on Jews in non-sectarian hospitals is decidedly 
lower than among Gentiles in the same hospital 
and in Jewish hospitals in general. Saphir‘ 
ascribes this difference to a better understand- 
ing of Jewish psychology by the staffs of Jewish 
hospitals than prevails among the visiting and 
resident staffs of nonsectarian hospitals. 

The attitude of Jews toward postmortem ex- 
amination has received much learned discussion 
by Hebrew scholars. Saphir summarizes the dis- 
eussion as follows: ‘‘Extensive investigation, 
while revealing no statements encouraging dis- 
section of the body, has revealed nothing in the 
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Jewish religion which forbids a postmortem 
examination.’ 

Although there has been some difference of 
opinion in the interpretation of Old Testament, 
Talmudic, and rabbinic law by Jewish scholars, 
there certainly is nothing in the Christian re- 
ligion that can be interpreted as a prohibition 
of postmortem examination. Upon this score 
there is no reason why Catholics should raise 
objections to autopsy. 

My first experience as a pathologist was 
gained in a Catholic hospital during the year 
of the death of Pope Leo XIII, perhaps the best 
beloved by Catholic and non-Catholic alike 
among modern Popes. On the day following 
his death our newspapers carried a statement 
of the findings at the autopsy performed by the 
three then leading pathologists of Italy. Per- 
mission for necropsy thereafter was much easier 
to obtain, and the Sister Superior often author- 
ized an autopsy, secure in the assurance that 
the family would sign a permit. In my present 
position I have never been aware, in the course 
of more than eleven years, of any objection 
raised by the authorities of the hospital. Upon 
a number of occasions permission for necropsy 
has been obtained by a priest. One priest has 
himself signed the permit authorizing autopsies 
on his only sister and brother, and has ex- 


, 


pressed the wish that his body be subjected 
to postmortem examination when the proper 
time arrives. 

In fourteen Catholic hospitals of the Chicago 
area, the autopsy percentages in 1939 varied 
from 20 per cent to 48 per cent, with an aver- 
age percentage for the entire group of 33 per 
cent. This is exactly the same as the average for 
sixty-three hospitals of the Chicago area re- 
porting in 1939. 

There seems to be no actual reason why re- 
ligious belief should be raised as a bar to an- 
topsy, among either Jews or Gentiles. Religion 
is an excuse, not a reason, for objection to 
postmortem examination. The prohibition has 
its root, not in religion, but in a failure to un- 
derstand the purpose of the autopsy. Upon 
occasion it is the result of sheer lack of ‘intel- 
ligenee which is a bar to reason and logic. It 
is the medical profession that must educate the 
lay public if autopsies are to become more uni- 
versal. 

Objections of the Mortician 
It is, unfortunately, not too rare an occur- 
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rence for an undertaker to advise the family 
not to permit an autopsy. The family may be 
quite willing and anxious for an autopsy, but 
cannot be blamed for withholding permission 
if told by the funeral director that he cannot 
properly prepare the body after necropsy. The 
family should seek a more competent undertaker 
when confronted by such a statement. The 
properly trained- modern embalmer knows that 
he can do a better job by the six point method 
of injection. He also knows that he can do bet- 
ter arterial injection of this kind in a body 
that has been opened. And he knows finally 
that his work will be more satisfactory if the 
vascular system has been drained of blood. I 
have yet to hear an objection from an em- 
balmer of this type. 

The mortician and his embalmer do have 
legitimate cause of complaint in certain in- 
stances. They have the right to object to un- 
necessary incisions where they will show after 
the body is prepared for inspection. They object 
rightfully if the main arteries of the arch of 
the aorta are severed in such a manner that 
the vessels retract, making them difficult to 
find. The vessels should be ligated, with the 
ligatures left long enough to be readily found 
or they should be canulated. In my own expe- 
rience embalmers prefer to do their own ecanu- 
lating, provided the main arteries have not 
been eut too short. 

Another just cause of complaint is delay in 
making the body available to the mortician. 
He is quite right in wishing to get at his part 
of the work as soon as possible. The delay may 
be due to failure on the part of the pathologist 
to begin the autopsy soon enough after per- 
mission has been obtained. Such delays should 
not oceur if the hospital has a fulltime path- 
ological staff. They do oceur if the pathologist 
is on a part-time bases and serves several hos- 
pitals. In every instance, when an autopsy 
is to be done the mortician should be notified 
of this fact at once and told that he will be 
notified again when the autopsy will be com- 
pleted. He will thus be saved the expense of an 
unnecessary trip to the hospital. 

Another source of delay is failure of the at- 
tending physician to make out the death cer- 
tificate promptly. If he fails in this respect it 
may be necessary for the undertaker to make a 
trip to the physician’s office or another later 
visit to the hospital. The cooperation to which 
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the mortician is entitled should obviate delays. 


Objection of the Physician 

Perhaps the most reprehensible factor in 
failing to obtain permission for necropsy is the 
physician who not only makes no attempt him- 
self to obtain consent, but explicitly forbids the 
resident staff to make an attempt at obtaining 
permission. The physician who does this lays 
himself open to the suspicion that the dead 
body may reveal something that he might not 
wish revealed. Such a procedure should be a bar 
to staff promotion or other staff preferment. 


OVERCOMING OBJECTION TO NECROPSY 

Overcoming objection to autopsy requires, in 
addition to the proper attack and method of 
approach in the individual case, consideration 
of several factors. Most important of these is 
education. 
Education of the Physician 

One regrets to admit it, but the medical pro- 
fession itself needs considerable education. It 
needs to be reminded from time to time that 
further advance can come only from continued 
postmortem examinations. The individual physi- 
cian needs to be assured that error in diagnosis 
is not reproachful, but that burying an error 
without having detected it and learned some- 
thing thereby is a form of self-complacency 
that does not make for better medical practice. 
Christian’? wrote, ‘‘In my judgment, the hos- 
pital that has few necropsies is a hospital in 
which the staff lacks many qualities that go to 
make up the best type of medical man; often 
the staff lacks the courage to have a showdown 
of its diagnostic ability, a form of cowardice 
hardly consistent with the highest ethics and 
a real desire for progress. Most important is 
the fact that, without necropsies, the physician 
in charge of the case fails to realize his diagnos- 
tie deficiencies; he probably has ceased to pro- 
gress in his medical knowledge and may even 
have retrogressed. There can be no poorer 
leader and teacher than he who no longer rec- 
ognizes his limitations.’’ These are strong state- 
ments but unfortunately too often true. 


Education of the Laity 

The laity should be made to understand the 
purpose of postmortem examination. That it is 
not a wanton procedure undertaken to satisfy 
the curiosity of an individual pathologist, but 
that it is a scientific procedure whose aim is the 
furthering of medical knowledge in general and 
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the discovery of facts important to the attend- 
ing physician and the family. 

The layman should understand that the au- 
topsy, properly done, is not mutilating. Better 
appearance and better preservation of the body, 
which are the aim of the embalmer’s work, can 
be attained if there has been an autopsy than 
if there has not been. The examination does not 
desecrate the dead but honors him; it is the 
final thing that he can do for the good of 
humanity. It should become generally known 
that religious tenets do not prohibit postmortem 
examination. Even the ritualistic orthodox Jew- 
ish admonition against touching a dead body 
gives way to the right of examination if the 
latter may furnish information that might be of 
help to other members of the family and of the 
community. 

How the laity is to be educated to the de- 
sirability of necropsy is a different problem. 
An organized campaign for information of the 
public might be helpful. Most important is the 
attitude of the medical profession itself. If it is 
‘*sold’’ on the idea of the importance of post- 
mortem examination, it can in turn sell the 
public. But if the profession or the individual 
physician takes an air of satisfied complacency 
with conditions as they are, there is little hope 
for improving the present state. 


Education of the Pathologist and Mortician 
Some undertakers manifest an unyielding op- 
position to postmortem examination. If the 
opposition is based upon poor technic on the 
part of the pathologist, it is justified. The path- 
ologist must realize that the mortician has a 
duty to perform and that nothing should be 
done that will jeopardize the relation between 
client and mortician. The latter, on the other 
hand, should not interfere with attempts to ob- 
tain permission for necropsy and he should real- 
ize that the medical profession will do every- 
thing possible to obtain permission in every 
death. A spirit of cooperation should exist be- 
tween the two professions, to the mutual ad- 
vantage of each. If the mortician interferes 
for no reason other than his own incompetence 
or prejudice, the hospital or physician should 
recommend another undertaker whenever the 
opportunity to make a recommendation arises. 


National Agencies 
A number of agencies, national or local in 
seope, have done and are doing much to im- 
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prove the autopsy situation. The Council on 
Medical Education and Hospitals of the Amer- 
ican Medical Association requires a minimum 
of 15 per cent of necropsies and a minimum of 
thirty-six necropsies per year for approval of a 
hospital for internship. A tabulation (p. 1069) 
in the latest report® of the Council reveals that 
the total number of approved hospitals report- 
ing to the Council increased from 578 in 1926 
to 718 in 1940. During this same period the 
number of hospitals with 70 per cent or more 
of necropsies increased from 14 to 41; with 50 
to 69 per cent, from 21 to 106; with 30 to 49 
per cent, from 68 to 334; 15 to 29 per cent, 
from 146 to 229. The most striking feature of 
this tabulation is a decrease in the number 
of hospitals with a necropsy percentage of less 
than 15 from 329 to 8. The report shows that a 
total of 77,277 necropsies in 1938 represented 
37.6 per cent of the deaths available for post- 
morten examination in approved hospitals. In 
1940 the number of necropsies had increased 
to 81,849 and the ratio to 38.9 per cent. These 
figures indicate a decided improvement. 

The American Hospital Association in 1938 
published the report’ of its Committee on Nec- 
ropsies. This report contains eleven articlés by 
various authors, that cover the various aspects 
of the autopsy. This material is of great value. 

The National Selected Morticians is an or- 
ganization that admits to membership a single 
mortician in each of a number of large cities. 
It maintains a research and educational de- 
partment and is engaged in bringing about bet- 
ter cooperation between the medical and undeér- 
taking professions in the matter of autopsies. 
As part of the latter program it has prepared 
for general distribution a brochure on the social, 
legal and technical aspects of the autopsy and 
has prepared two technicolor films. One of these 
shows the performance of a complete autopsy, 
and the other the embalming of a necropsied 
body. 

Local Agencies 

What I shall have to say about local agencies 
relates to two organizations active in the Chicago 
area. Their various activities inelude the pro- 
motion of autopsies. It is possible that similar 
agencies may exist elsewhere. If not, they can 
serve as models. 

In 1919 the Institute of Medicine of Chicago 
appointed a standing committee on necropsies. 
Each year since then this committee has re- 
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ceived and published data relating to permis- 
sion neecropsies in the hospitals of the Chicago 
area. There is nothing coercive about the ren- 
dering of reports. A spirit of wholesome rivalry 
has been developed which causes additional hos- 
pitals to submit data each year and stimulates 
hospitals with low necropsy percentages to try 
to approach the figures of more successful hos- 
pitals. : 

In 1919 thirty-six hospitals with 7,304 beds 
reported to the Institute committee 7,834 deaths 
with 789 permission necropsies, a percentage of 
11.4. In 1939, the year of the most recent tabu- 
lation,® sixty-three hospitals with a bed capacity 
of 20,137 reported 403,646 admissions, 18,611 
deaths and 5,454 necropsies with a necropsy 
percentage of 32.8. Not only has the number of 
reporting hospitals almost doubled and the total 
number of autopsies increased almost seven- 
fold, but there has been a progressive increase 
in the figures of the individual hospitals. In 
1919 there was only one hospital with a per- 
centage as high as 48.4 and only five with per- 
centages of 20 to 25, whereas in 1939 there were 
eighteen hospitals with percentages of 50 or 
over, twenty-nine with percentages of 30 to 49, 
eleven with 20 to 29, and only three with per- 
centages below 20. 

What the efforts of the necropsy committee 
of the Institute of Medicine of Chicago have 
meant for the individual hospital is best illus- 
trated by the trend in the two hospitals in the 
Chicago area with which I have been connected 
during two consecutive periods from 1916 to 
1929 and 1929 to the present time..In one of 
these the necropsy percentage increased from 
9 in 1919 to 52.3 in 1929, and in the other 
hospital from 18.6 per cent in 1927 to 41.1 per 
eent in 1939. 

Such a decidedly improved trend as the 
above figures indicate must be reflected in bet- 
ter medical practice throughout the local area. 
In its earlier reports the committee on necrop- 
sies of the Institute of Medicine of Chicago 
placed the blame for the poor showing which 
then existed squarely on the shoulders of the 
attending staffs of the hospital and stated that 
the autopsy percentage of a hospital is an index 
of the scientific intelligence and attainments of 
the medical staff. Of the present improved state 
the committee, in its most recent report, said: 
‘‘The increase in necropsies reflects the. greater 
interest of the hospital staffs in improvement 
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in the quality of diagnosis and treatment of 
patients. Among many other factors which 
have contributed to the increase . . . have been 
the better understanding by the public of the 
desirability of necropsies, the beter cooperation 
between physicians and undertakers, and the 
improved technic of pathologists.’’ This is a suc- 
cinet summary of what is required to bring 
about improvement in autopsy statistics. 

The second local agency deserving of much 
credit is an organization of morticians and em- 
balmers known as Funeral Services Associated. 
This organization has done much to bring about 
better cooperation between physician and un- 
dertaker. A little over a year ago this organiza- 
tion formed an educational committee com- 
posed of one representative of each of the fol- 
lowing: Chicago Medical Society, Institute of 
Medicine of Chicago, Chicago Pathological So- 
ciety, Chicago Hospital Council, Cook County 
Hospital, Chicago Board of Health, Coroner of 
Cook County, Chicago Association of Embalm- 
ers to the Profession, and Funeral Services As- 
sociated. The primary function of this commit- 
tee was to sponsor a meeting, held March 19, 
1940, open by invitation to physicians, hospitals 
administrators, funeral directors, embalmers, 
and others who might be interested. At this 
meeting short addresses on the various aspects 
of the autopsy were presented and the techni- 
color films prepared by National Selected Mor- 
ticians were shown. The success of this meeting, 
at which the attendance was almost 1,000, was 
so great that the educational committee was 
made permanent. 

The educational committee meets every other 
month to discuss any problems which may have 
arisen. If a hospital or physician asserts that 
an undertaker has obstructed an autopsy, or if 
an undertaker complains of improper autopsy 
technic, undue delay, the condition of the body, 
or any other alleged fault, the complaints are 
investigated by the educational committee. The 
latter’s findings are communicated to the com- 
plainant and to the institution or individual 
against whom the complaint was lodged. During 
the past year the committee has had only two 
complaints for investigation. When the func- 
tions of the committee are better understood 
there will probably be more work for it to do. 

An agency like the educational committee 
of Funeral Services Associated should be very 
helpful in overcoming objections to autopsy and 
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in bringing better cooperation and mutual un- 
derstanding among the various elements con- 
cerned. Funeral Services Associated takes the 
stand that the autopsy is a matter for the 
physician and family of the deceased to decide 
and that the mortician has no right to object 
to a properly done postmortem examination. 
Obstructive morticians are in the minority. 
Every pathologist probably knows a number of 
funeral directors that not only do not raise ob- 
jections to autopsy but are actually helpful in 
obtaining consent for necropsy. 
SUMMARY 

In the course of the past two or three hun- 
dred years postmortem examination of the hu- 
man body has led to the development of path- 
ology.as a fundamental medical science and to 
the establishment of a rational system of medi- 
cine. 

Medicine is not a completed subject. Con- 
tinuing application of pathology, in its sub- 
divisions of pathologie anatomy, histology, phys- 
iology, and chemistry, is necessary if medicine 
is to continue to advance. Medicine must not be 
permitted to become static, lest it stagnate and 
retrogress. 

The necropsy is essential for the instruction 
of medical students, interns, and residents. 

The good physician checks the results of his 
clinical study during life with the necropsy 
findings. The autopsy percentage of a hospital 
is an index of the scientific acumen of its staff. 

The accuracy of vital statistics increases in 
proportion to the ratio of postmortem examina- 
tions made. 

The necropsy is important to the family of a 
deceased person not only in confirming the 
main cause of death, but also in discovering 
other conditions not detected during life and in 
determining the constitutional make-up of the 
family. 

In deaths not referred to the coroner or 
medical examiner, consent of the next of kin 
is a necessary prerequisite to necropsy. 

Such consent should be, but need not be, in 
writing. Verbal permission is adequate in all 
the states except one. 

The duty of seeking consent for necropsy 
falls primarily on the attending physician. His 
neglect in this respect places the burden on the 
resident staff. 

The physician who prohibits the resident 
staff from asking for consent for autopsy and 
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himself makes no attempt in this direction lays 
himself open to suspicion. 

Objection to necropsy rests largely upon fail- 
ure of the public to understand the desirability 
of postmortem examination. 

Religious objection is an excuse rather than 
a reason for objecting to necropsy. 

The mortician who objects to necropsy by a 
competent pathologist on the ground that the 
examination interferes with embalming is lack- 
ing in familiarity with modern embalming tech- 
nie. 

Overcoming objection to necropsy is a matter 
of education. 

The laity should be taught the desirability, 
importance, and value of postmortem examina- 
tion. Such education is a function of the medical 
profession. 

Before the profession can educate the laity 
some physicians must themselves first be edu- 
eated. Error in diagnosis is no disgrace. But 
unwillingness to detect possible error through 
failure to procure an autopsy is an undesirable 
state of affairs. 

The mortician should realize that the question 
of necropsy is one for the family and physician 
to decide without outside interference. 
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The pathologist must do his work in such 
manner as will not interfere with the later care 
of the body by the undertaker. A spirit of co- 
operation should prevail between the medical 
and undertaking professions. Each must recog- 
nize the rights and functions of the other. 


National organizations like the American Med- 
ical Association, -the American Hospital Asso- 
ciation, and National Selected Morticians have 
done much to improve conditions. 


Local organizations, such as the Institute of 
Medicine of Chicago and Funeral Services As- 
sociated, counterparts of which may exist in 
other localities, are important factors in in- 
creasing necropsy percentages in local areas. 


St. Francis Hospital 
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Effects of Electromagnetic Radiations on Flocculation Tests 
For Syphilis 
EDWARD L. BREAZEALE, M. S. 


Tucson, Arizona 


Ill. THE EFFECT OF ULTRAVIOLET 
RAY AND DIATHERMY SHORT 
WAVES ON ANIMAL SERA. 

HIS is the third of a series of papers deal- 
ing with the effects of electromagnetic radi- 
ations on the various flocculation tests for 
syphilis. In the two previous papers (1 and 2) 
the effects of violet rays and diathermy short 
waves on flocculation tests on human sera were 
discussed. This paper will deal with the effects 
of ultraviolet rays and diathermy short waves 
(12 m) on animal sera in respect to the Kline di- 
agnostic, Mazzini and Leiboff tests for syphilis. 
Porro (3) and Greene and his associates (4) 
have pointed out that animal sera gives a very 
high percentage of positive reactions to the 
various tests for syphilis. However, no explan- 
ations were offered for their observations. These 





studies were undertaken in an effort to deter- 
mine if the active substance bringing about the 
reaction in the animal sera was the same, or 
some related substance, of that producing the 
reaction in luetic human sera. 


EXPERIMENTAL 

Sera from blood samples of horses, goats, 
cows and turkeys were heated in an electrically 
controlled water bath at 56 degrees C. for 30 
minutes, then removed, cooled to room temper- 
ature, and examined by the Kline, Mazzini and 
Leiboff tests. The results obtained constituted 
the control reactions. Strict care was observed 
in following the author-serologists directions in 
carrying out the various tests. 

Following inactivation, the sera were meas- 
ured onto glass slides, antigen added, and ex- 
posed to the ultraviolet rays following the tech- 
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nique deseribed in a previous paper (1), for a 
period of five minutes. Sera alone were irra- 
diated for a period of 60 minutes at a distance 
of 24 inches from the lamp, and examined by 
the three tests. These sera were then held at 
ice box temperature over night and re-exam- 
ined at the end of 24 hours. The method of ex- 
posing the sera-antigen mix to the diathermy 
short waves was the same as used in the second 
paper of this series (2). 
RESULTS 

The three tests used agreed in every case. 
Table I shows the results obtained using the va- 
rious animal sera and irradiating with the ultra- 
violet ray lamp at a distance of 24 inches. 


Breazeale Research Laboratory. 


TABLE I 
Effect of Ultraviolet Rays on Flocculation 
Tests Using Animal Sera 








Sera Sera 




















and anti- Sera alone, 
gen, 5 alone, 60 min. 
min. 60 min. Exp. Held 
Animal No. Control exposure Exposure 24 hours 
Horse 200 all 4+ all 44 all neg. all neg. 
1-24 1-24 
12-3+ 12-3+ 
Goat 30 17-4+ all 4+ all neg. 17-4+ 
Cow 120 all 4+ all 4+ all neg. all 3+ 
2-1+ 2-14 
12-3+- 12-3+ 
43-3+ 43-3+ 
Turkey 75 18-44 all 4+ all neg. 18-44 
Total — — 425 


Table II shows the results obtained using the 
short wave diathermy for a time interval of 5 
minutes. 


TABLE II 
The Effect of Diathermy Short Wave on 
Floceulation Tests Using Animal Sera 


Control Total No. 
Reaction Examined 











Reactions Obtained: 
negative 1 plus 2plus 3plus 4plus 
1 plus Turkey-2 Turkey-2 

Goat-0 

Cow-0 

Horse-0 


Turkey-12 
Goat-1 
Cow-0 
Horse-0 


Turkey-12 
Goat-1 


2 plus 


3 plus Turkey-43 
Goat-11 
Cow-0 
Horse-0 





Turkey-43 


Goat-1 Goat-5 Goat-5 


Turkey-18 
Goat-11 Goat-4 
Cow-120 

Horse-200 


Turkey 
Goat-18 
Cow-120 
Horse-200 


TOTALS. Turkey 75 
Goat sepetiehiadeaiets, cae 
ee 
Horse —... 


Goat-1 G-at-2 
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If the sera-antigen mix was allowed to remain 
in the active field of the diathermy for a period 
of 25 minutes all tests became strongly positive, 
4 plus. This reaction was observed in all of the 
425 sera tested regardless of their control re- 
action. 

DISCUSSION 

In the two previous papers of this series 
the difference in the effect of the ultraviolet 
rays (2500-3000 A) and the diathermy short 
waves (12 m) have been brought out. An exam- 
ination of Tables I and II will show that the ef- 
fect produced on animal sera is the same as 
that produced on human sera. Therefore, it 
would appear that the same substances are 
being affected in the same manner in animal 
sera and in human sera by the supersonic waves. 
The results of these and previous experiments 
indicate that the ‘‘reagin’’ of syphilis is a nor- 
mal constituent of human and animal sera, and 
that with disease in the human body it is either 
altered or increased in reactibility. 

CONCLUSIONS 

1. Ultraviolet ray tends to increase the titre 
of animal sera in the presence of antigen on 
short exposures. 

2. Ultraviolet ray tends to convert positive 
animal sera to negative on long exposure. 

3. Sera-antigen mixes on short exposure to 
diathermy tend to decrease in titre, while long 
exposure tends to increase the titre. 


University of Arizona. 
REFRENCES 

1. Breazeale, Edward L.: The Effect of Electromagnetic Ra- 
diation on Flocullation Tests for Syphilis I The Effect of /Uitra- 
vio‘et Ray, S. W. Med.. 25, 321, Oct., 1941. 

2. Ibid., II The Effect of Diathermy Short Waves, S. W. 
Med., 25, 321, Oct., 1941. 

3. Porro, T. J., The Kahn Reactions With Serum of Dif- 
ferent Animals, Journal Inf. Dis., 53, 210, 1933. 

4. Greene, Robert A., Harding, H. B., Hudspeth, W. T 
and Pistor, W. J., The Reaction of the Sera of Different Ani- 
mals to the Kahn, Kline. Ide, Eagle and Laughlin Tests for 
Syphilis, Jour. Lab. & Clin. Med., 23, 763, 1938. 





NORMAL VALUES OF BLOOD 


Range Average 
Blood volume 75-85 cc. per kilogram of 
bedy weight ..._._.......... 90 ce. 
Blood cell volume... 45-55% of whole blood... 50% 
Nonprotein nitrogen... 25-38 mg. per 100 cc......... 33.9 me. 
Urea nitrogen... 11-16 mg. per 100 cc........ 13.5 me. 
Mosenthal radio 20-44% _. einndaciiaaete 40% 
if = ah 0.7-3.7 mg. per 100 cc... 2.0 me. 
Creatinine _. ..--.-- 1-3 mg. per 100 cc. 1.5 me. 
Pees _.... 6-2-8.0 Gm. per 100 cc. 
Albumin ....... 3.6-5.0 Gm. per 100 cc. 
Globulin 0W..... :2.0-3.5 Gm. per 100 cc. 
Carbon dioxide . . 55-77 volumes % 
Calcium .—........ ._.. 9-11 mg. per 100 cc. ; 10 meg. 
Phosphorus . 3-4.5 mg. per 100 cc 
Chlorides 450-500 meg. per 100 cc. 
(whole blood) 
575-625 mg. per 100 cc. 
(plasma) 
Sugar __ _... 80-120 mg. per 100 cc 
Icterus Index ee 
Cholesterol] _.. ssiniaild 140-225 meg. per 100 cc. 190 meg. 
—Wisc. Med. J. 
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C. A. THOMAS, M. D. 
At the recently concluded annual session of 


Association in El 
Paso, Dr. C. A. Thomas of Tueson was elevated 
to the office of President. Serving as president- 


the Southwestern Medical 
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elect during the year just past, he succeeded 
Dr. Wm. H. Woolston of Albuquerque. 

Dr. Thomas was born in 1877 in the rebel 
state of Mississippi, acquired his early schooling 
in that area, and later attended Mississippi 
State College for his academic training. Trans- 
ferring to Tulane University in New Orleans, 
he obtained the degree Doctor of Medicine from 
that institution in 1905. From that date until 
1912, Dr. Thomas practiced in Oklahoma. In 
the latter year he moved to Tucson, where he 
has since practised continually, excepting for 
an interval when he served his country as a 
Captain in the Medical Corps of the Army 
during World War I. 

Among numerous honors and offices held by 
Dr. Thomas may be listed these: Past-Presi- 
dent of his county medical society and the 
Arizona State Medical Association; Fellow of 
the American Medical Association and Fellow 
of the American College of Surgeons. Dr. 
Thomas is at present assistant chief surgeon of 
the Southern Pacific Railroad, Superintendent 
and Chief Surgeon of the Southern Pacific 
(Tueson), and senior member of 
His prac- 


Sanatarium 
the Thomas-Davis Clinie (Tueson). 
tice is that of general surgery. 

Dr. Thomas has long been sympathetically 
and intelligently interested in the problems 
and successes of organized medicine in the 
Southwest. He brings to the Southwestern 
Medical Association a wealth of administrative 
experience and ability, a quality greatly needed 
in the uncertainty of the trying present. The 
editors of Southwestern Medicine wish this new 
leader God-speed and all success. 





RED CROSS COLLECTIONS 

At the request of the Surgeons General of 
the Army and Navy, the American Red Cross 
will extend its blood collection program to key 
metropolitan cities on the Pacifie coast and in 
the midwest. 

At present seven eastern cities are engage 
in the project. Collections are shipped by 
refrigerated express to a processing depot at 
Philadelphia where blood is reduced to dry 
plasma form for use by the Army and Navy 
Arrangements are being worked out with bio 
logical laboratories in the midwest and Pacific 
areas for processing blood collections received 
from the cities to be added. 
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Plans for extending the collection program 
were announced following completion of a 
‘*pilot’’ project in which blood donors of the 
seven eastern cities filled an initial request of 
the Navy for 15,000 donations. Most of these, 
after being processed and hermetically sealed, 
already have been placed aboard U. 8. fighting 
ships engaged in the Atlantic sea patrol. 

Some 200,000 donors will be needed to fill 
current requests of our military and naval 
forces. Extension of the collection program 
will enable the Red Cross to meet these requests. 

The first step in widening the blood col- 
lee_ion program will be to set up collection 
depots at Los Angeles, San Francisco, Chicago, 
vetroit, St. Louis, Cleveland, Indianapolis, 
Cincinnati and Pittsburgh. Those cities now 
engaged in the program include New York, 
Philadelphia, Baltimore, District of Columbia, 
Buffalo and Rochester (N. Y.). As the pro- 
eram gains momentum, other cities will be 
added. 

Biological laboratories undertaking the 
processing of the blood have agreed to do so 
on a non-profit basis. 

SALE OF DANGEROUS DRUGS 

According to the new Federal Food and 
Drug Act, the sale of certain drugs except on 
prescription is forbidden. Some which have 
been pronounced dangerous, and removed from 
general sale to the publie are: 

Aconite, aminopyrine, barbiturates, benze- 
(vine sulfate (for internal use), cantharides, 
chiysarobin or goa powder, chrysophanie acid, 
cinchophen, neocinchophen and other deriv- 
atives, colchicum, colchicine, emetine, phos- 
phides, phosphorus, radium, sulfanilamide, sulf- 
apyridine, sulfathiazole, tansy, oil of tansy, 
thiocyanates, thyroid. 

Anthelmintie drugs: carbon tetrachloride, 
tetrachlorethylene, male fern (aspidium), san- 
tonin, wormseed oil or chenopodium oil, thymol. 

The bromides should not be sold without 
prescription if the dosage calls for more than 
30 grains per day, or more than 15 grains in 
any three-hour period. 

The same thing is true for a total daily intake 
of more than 5 grains of acetanilid, or more 
than two and one-half grains of the same dur- 
ing any three-hour period. 

Bromide-acetanilid combinations should not 
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provide for more than a total daily dosage of 
15 grains of sodium bromide and five grains 
of acetanilid, or more than seven and one-half 
grains of sodium bromide and two and one- 
half grains of acetanilid during any three-hour 
period. 
Preparations 
more than 15 grains of acetophenetidin, or 


providing a daily dose of 


more than 15 grains of antipyrine are dan- 
gerous.. 

Epinephrine in solutions of one per cent or 
stronger, cannot safely be used indiscriminately. 
The same is true of ipecaec in daily doses of 
more than 10 grains, and strychnine in daily 
doses greater than one-twentieth grain. 

Combinations of therapeutically effective pro- 
portions of digitalis, squill, strophanthus or 
other pharmacologically related drugs may not 
be safe for indiscriminate distribution. 

Henceforth the drugs listed may not be sold 
except on prescription from a physician, den- 
tist or veterinarian. Others will be added to 
the above as time passes. This is a splendid 
move on the part of the government in the 
interest of public safety. 





AUTOPSIES 

Physicians should not need reminding that 
their entire science is based on the basic foun- 
dation of chemistry, anatomy, bacteriology, 
physiology and pathology. To know disease one 
must know how it affects human tissues. To 
learn that, as one knows his ABC’s pathology 
must be observed grossly and microscopically, 
first hand, at the autopsy. In the busy rush of 
the day’s effort to make a living, far too many 
of us neglect to make the best use of our autopsy 
material and opportunities. All of us know 
that we elected a life-time of study in this pro- 
fession, yet it is so easy to slip into the per- 
nicious habit of deferring study opportunities 
until a magic tomorrow. 

Pathology is not a dead, static thing—to those 
in the know it is excitingly alive, and brisk 
with progress. When you can get the modern 
pathologist to talk plainly and simply about his 
work there is apt to flow a lot of good sense 
and a lot of grand truth. With that thought in 
mind we publish in this issue one of the best 
pieces on autopsies we've seen in many a day. 
The article is ‘‘The Permission Necropsy.’’ Read 
it—you'll find it worth your while. 














Sir: 

In our endeavor to offer physicians and sur- 
geons throughout the nation the opportunity 
of competing for professional positions in the 
California state service, we wish to solicit your 
support and assistance. We are anxious to 
eall to the attention of the best qualified men 
and women throughout the nation the oppor- 
tunities of employment in the California in- 
stitutions in professional capacities. This offer 
is even more attractive at the present time be- 
cause of a recent change in California law 
allowing aceredited physicians and surgeons to 
practice in state mental institutions and homes 
for the feeble-minded for one year without 
first having a State of California license. 

We would appreciate it if a mention could 
be made in your medical journal of these 
opportunities and suggest that physicians and 
surgeons who are interested in California state 
employment should correspond with the State 

Yours very truly, 

WILLIAM K. SMITH, 

Acting Executive Officer. 


Personnel Board. 


1015 L Street, 
Sacramento, Cal. 


Sir: 

According to a joint statement issued on 
September 4 by the U.,S. Director of the Of- 
fice of Civilian Defense, F. H. LaGuardia, and 
the Chairman of the American National Red 
Cross, Norman H. Davis, State and local de- 
fense councils are the official agencies respon- 
sible for the coordination of all available re- 
sources which may be required for civilian pro- 
tection in the event of belligerent action. 
Defense Councils should therefore acquaint 
themselves with the resources of the local Red 
Cross Chapters in providing food, clothing, 
shelter, nursing care, transportation, and other 
basic necessities and should integrate them into 
the comprehensive local program. Duplication 
of trained and experienced personnel and of 
‘available supplies of the Red Cross should be 
avoided except where supplementation is es- 
sential to meet the anticipated needs of the 
community. 


You are at liberty to publish the above 
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paragraph in the Journal of your State or- 

ganization. Very truly yours, 

GEORGE BAEHR, M.D. 
Chief Medical Officer 


Office of Civilian Defense. 


Sir: 

The annual meeting of the American As- 
sociation for the Advancement of Science is 
to be held in Dallas, Texas, from December 
29, 1941, to January 3, 1942. This is the first 
oceasion that the Association has held its annual 
meeting in Dallas. The attendance on this 
occasion over the past four years has been 
well over five thousand. Naturally, we do not 
anticipate such an enthusiastic response because 
of the problem of distance and difficulties of 
traveling during the Christmas holidays. Nev- 
ertheless, there will be a substantial represen- 
tation of scientists and the Association is most 
anxious to have a very exceptional meeting. 
Section N is devoted to the medical sciences 
and for several years has prepared most out- 
standing symposia, the papers for which have 
been subsequently published in monographed 
form and are a substantial contribution to the 
science of medicine. This year a symposium 
on Relapsing Fever has been organized. It 
will be held on Tuesday, December 30. We 
ask your cooperation in bringing this meeting 
to the attention of the medical profession. Every 
interested individual is invited to attend re- 
gardless of whether he is a member of the 
American Association or not. 

Thanking you in advance, | am 

Cordially Yours, 

M. H. SOULE, 
Secretary, 
Section N, A. A. A. S. 


P. S.: We have just learned the final details 
as to place; therefore, the complete informa- 
‘ion. is: 

Symposium on Relapsing Fever 

Section N, A. A. A. S. 

Medical Arts Building 

1717 Pacific Avenue, Dallas, Texas 

December 30, 1941 

Session 1—9:30 a.m. Session 2—2:00 p. m 

Cordially Yours, 

M. H. SOULE 
Secretary, Section N. 











niq 
of 
pre 
esti 
ela 
be 
pre 
d 
tur 
pal 
org 


sul 


ice 
em 

; 
De 
he: 
Cr 


a® 
ag 


th 
on 


S1€ 


va 
10 


D 
wl 








WS 








General 

The first of a series of pamphlets outlining 
medical provisions for civilian defense, designed 
for the organization of emergency medical field 
units, entitled ‘‘Emergeney Medical Service 
for Civilian Defense’’ Bulletin No. 1, has been 
issued by the Office of Civilian Defense. 

-The Bulletin outlines in considerable detail 
a basie plan for the organization and expansion 
of hospital facilities along both seaboards and 
in industrial areas in the interior. It also 
outlines plans for the rapid expansion of nurs- 
ing facilities through intensive training of 
adequate numbers of Volunteer Nurses’ Aides 
and other nursing auxiliaries. 

The pamphlet describes the changed tech- 
nique of warfare predicated upon the bombing 
of civilians as necessitating preparation for 
providing medical service to casualties through 
establishment of Medical Field Units. It de- 
elares the organization of such facilities must 
be a fundamental part of the civilian defense 
program. ‘ 

After outlining, in diagram form, the stru- 
ture of Emergency Medical Service, the 
pamphlet thereupon describes in detail the basic 
organization plan under the following topical 
subheadings : 

1. Local Chief of Emergency Medical Serv- 
ice (responsible for coordinating all local 
emergency medical facilities). 

2. Local Medical Advisory Council on Civilian 
Defense (includes representation from the 
health department, hospital field, local Red 
Cross Chapter, and municipal and volunteer 
agencies). 

3. Emergency Medical Field Units. 

The pamphlet prescribes the personnel of 
the Emergency Field Unit, divided into squads 
on eall for each 12-hour shift, including phy- 
sicians, nurses and nursing auxiliaries. 

The squads are designed for communities 
varying in population from 25,000 to 50,000 and 
100,000. 

The Bulletin was prepared by the Medical 
Division of the Office of Civilian Defense, of 
which Dr. George Baehr, Medical Director, 


U. S: Publie Health Service, is Chief Medical 
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Officer, and the Medical Advisory Board, of 
which he is chairman. It will be distributed 
by State Councils of Civilian Defense to local 
Directors of Civilian Defense. 





The written examination and review of case 
histories (Part I) for Group B candidates of 
the American Board of Obstetrics and Gyn- 
ecology will be held in the various cities of 
the United States. and Canada on Saturday, 
January 3, 1942, at 2:00 P.M. 
of the place of examination will be sent each 
candidate several 
examination date. No candidate will be ad- 


Formal notice 
weeks in advance of the 


mitted to examination whose examination fee 
has not been paid at the Secretary’s Office. 
Candidates who successfully complete the Part 
I examination will proceed automatically to the 
Part II examination held in June 1942. 
Candidates for reeramination in Part | 
(written paper and submission of ease histories: 
must request such reexamination by writing 
the Secretary’s Office not later than Novem- 
ber 15, 1941. 
to take reexamination must do so before the 


Candidates who are required 


expiration of three years from the date of 
their original examination. 

The general oral and pathological examina- 
tions (Part Il) for all candidates (Groups A 
and B) will be conducted by the entire Board, 
meeting at Atlantic City, N. J., in June 1942, 
immediately prior to the annual meeting of 
the American Medical Association. 

Applications for admission to Group A, Part 
'l, examinations must be on file in the See- 
retary’s Office not later than March 1, 1942. 

As previously announced in the Board book- 
‘et, this fiseal year (1941-1942) of the Board 
marks the close of the two groups of classifiea- 
tion of applications for examination. Thereafter, 
the Board will have only one classification of 
candidates, and all will be required to take 
the Part I examinations. 

For further information and 
blanks, address Dr. Paul Titus, Secretary, 1015 
Highland Building, Pittsburgh (6), Pennsyl- 


application 


vania. 


Employment registers are to be established 
by the Civil Service Commission to fill ma- 
ternal and child health specialist positions in 
the Children’s Bureau of the Department of 











Labor. Vacancies in similar positions in State 
agencies cooperating with the Children’s Bu- 
reau may also be filled from these registers 
at the request of the States concerned. The 
examination announcement just issued by the 
Civil Service Commission to recruit persons 
for these positions which pay from 3,200 a 
year to $5,600 a year allows the filing of appli- 
cations until November 15, 1941. 

There are three options in which persons may 
qualify-——pediatries, obstetrics, and orthopedics. 
For each of these options employment lists 
will be established for administrative, research, 
and clinical positions. The duties of the ad- 
ministrative positions include giving consulta- 
tions and advisory service to State and other 
Government agencies carrying out maternal 
and child health programs. The research posi- 
tions involve the planning or directing of 
studies in such fields as infant and maternal 
mortality, and child growth in relation to 
social, economic and other factors. Persons 
appointed to clinical positions will do clinical 
work in one of the options. 

A written test will not be given for these 
Competitors will be rated on their 
experience and corroborative evi- 


positions. 
education, 
dence. 
a medical school of recognized standing with 
an M.D. degree and must have served a 1- 
year interneship. In addition they must have 
had full-time post-interneship clinical training 
as well as other appropriate experience in the 
option selected and in the type of work in 
which they seek appointment. 

Persons who wish to apply for this examina- 
tion should be advised that further informa- 
tion and application forms may be obtained 
from the Commission's representative at any 
first- or second-class post office or from the 
central office in Washington, D. C. 


El Paso 
The El Paso County Medical Society met on 
October 13, 1941, at Cortez Hotel. 
The program: 
‘*Surgical Treatment of Hypertension’’...... 
sawiaten Dr Ralph M. Stuek, Denver, Colorado 


Dinner was 
served. 


At the staff 
Southwestern General Hospital on September 
25, the annual election of officers was held. 


meeting and dinner of the 
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The following were named to serve for the 
coming year: Dr. Jas. J. Gorman, chief of 
staff; Dr. Chester Awe, vice-chief of staff: 
Dr. David Cameron, secretary. 


The regular Staff Meeting of the Hotel Dieu 
Sisters’ Hospital was held October 7th in the 
auditorium of the Nurses’ Home. Lunch was 
served. 

The program: 

A case report of surgical shock............ 

Pak atieaorbiale ere witle be Dr. B. F. Stevens 
EE errr ee Dr. E. B. Rogers 


New Mexico 

Dr. M. J. Poppen, a former associate with 
Drs. Whitcomb and Elliott, who left the first 
of the year for San Diego to take up active 
duties as a medical officer in the naval reserve, 
is now stationed with the American occupation 
forces in Iceland. While Dr. Poppen is on 
duty Mrs. Poppen is residing in Raton, having 
an apartment in the El Portal. 

—Raton Range. 





MISCELLANY 











CARCINOGENS AND HORMONES 
IN CANCER RESEARCH 


The number of known chemical carcinogenic 
agents is large. There is no evidence that a 
definite chemical structure is necessary for 
eareinogenie activity. These chemicals var) 
from simple acids and alkalis (HCL, NOH). 
metal salts (ZnCleZn SOs), radio-active com 
pounds (thorotrast), sugars (glucose), to com 
plicated dyes (dimethylaminoazobenzene), hy 
droearbons (3:4 benzpyrene, 1:2:5:6 dibenzan 
thracene, methyleholanthrene), estrogens (com 
plicated sterols), and viruses (heavy proteins 

Methods for testing the carcinogenic actioi 
of the chemicals have been evolved by carefu 
laboratory investigations. 

The ‘‘average time’’ required for tumor pr« 
duction is that which is required to produc 
tumors in about one-half of the animals tested 

The ‘‘effective total’’ is that number o 
animals which is still living when the firs 
tumor appearance is observed. 
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The ‘‘maximum effective’’ or limiting dos- 
uge’’ is important as an indication of the quan- 
tity of the carcinogenic agent to which the tis- 
sues can show a response. The limiting dosage 
varies from species to species. 

There is an intrinsic factor for cancer sus- 
-eptibility or resistance handed down in in- 
'eritance. This factor may not necessarily be 
venie, but extrachromosomal at times as well. 
-ure strain animals make possible better con- 
‘rolled observations. 

Sex and season should be taken into con- 
ideration. Also the vehicle-solvent may not be 
lisregarded. 

The known life histories and spontaneous 
umor incidence are important. 

The carcinogens may unmask the latent spon- 
Certain 
‘hemical carcinogens seem to have selective ac- 
ion on certain tissues. 


taneous potentialities of the strain. 


Epithelial growths, sarcomas, and _ visceral 
vareinomas can now be induced by chemical 
means, 

Different species have tendencies 
different types of tumors. 
its own characteristic tumor rate, organ sus- 
ceptibility, and latent period. It varies with 
the strain. 


toward 
Each species has 


The carcinogenic chemicals have a toxic ac- 
tion. Loeally, they damage the tissues so that 
the reaction to them is imperfectly developed. 
Their initial effect is one of growth inhibi- 
tion. The damaged tissues may release sub- 
stances which modify the neighboring cells 
much as Spemann’s evocators do. The cancer- 
ization appears to originate in the region but 
not directly at the site of application of the 
carcinogen. All the strongly positive carcino- 
Most 
of the powerful carcinogens have a photody- 
namie action. But light is not essential for 
tumor production. The chemical carcinogens 
undergo metabolic changes in the body. 


genie chemicals cause some hemolysis. 


In attempting to detoxify these chemical 
agents, the essential sulphur containing amino- 
acids may be used up. Some of the carcino- 
gens are changed in the liver and intestine 
giving different fluorescence spectra than the 
originals. They are eliminated as sulphonated 
and phenolic compounds in some cases. There 
are general systemic effects following their ap- 
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plication noted in the blood, lymphoid appa- 
ratus, vascular system, and kidneys. 

This process may be considered as one of 
physiological aging. In young animals the car- 
cinogens precipitate the changes toward sen- 
ility. Tumor age is shortened (Murray, Mider 
and Morton, 95). 

The hormones are naturally oceurring po- 
tential carcinogens. Under ordinary circum- 
stances their functions are physiological regu- 
lation. In repeated foreed action they may 
become potent carcinogens. The estrogens may 
be rapidly destroyed by oxidation in the liver. 
They are excreted in the urine and feces. 

Many hormones are synergistic with or an- 
tagonistic to other hormones. 
studied by accentuation of their normal action 


They can be 


or by complete removal of the organ responsible 
for them. Under such circumstances overde- 
velopment of certain organs may occur; or 
atrophy. 

Cancers may be induced in the overdeveloped 
organs or prevented by not having an organ 
to function. 

The process of cancerization still remains a 
mystery in its final steps.—S. G. & O. 





CANCER OF THE UTERUS 

A total of 845 cases of gynecological cancer 
treated at Harper Hospital during 1922-1935 
inclusive was analyzed and the absolute 5 and 
10 year survivals studied. 

In the main a combination of surgery and 
radiation therapy was used whenever possible, 
excepting the carcinoma of the cervix uteri. 
Of the agents employed for the irradiation, the 
radium, in the form of intracavitary applica- 
tion with the largest possible doses, was al- 
ways given prime consideration. The roentgen 
rays were relegated to the secondary role of 
making up the deficiency of dosage at various 
points, especially toward the periphery of the 
irradiated gradual replacement 
since 1933 of the deep roentgen therapy (200 
kilovolt constant, 1 millimeter copper) with 
the supervoltage roentgen therapy (500 to 600 
kilovolt constant, 7 millimeters copper) has 
not changed this conception. Only the cases 
not amenable to surgery and unsuitable for 
intracavitary radium were treated by roentgen 
therapy alone. 


pelvis. The 
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Attention may be called to the following 
facts for the individual groups: 

1. In cancer of the cervix uteri, radiation 
therapy, with few exceptions, constitutes the 
method of preference. The increase of the 
radium dose to the maximum tolerable has 
raised the 5 and 10 vear survivals from 16 to 
12 per cent to 21 and 15 per cent, respectively. 
and the supplanting of deep roentgen therapy 
with supervoltage roentgen therapy has now 
brought up the 5 year survival to practically 
39 per cent. 

2. In carcinoma of the fundus uteri, and in 
those cases of carcinoma of the cervix uteri 
in which a hysterectomy is performed, the 
optimum time for the operation is within 6 to 
10 weeks following the completion of a _ pre- 
liminary series of radiation therapy consisting 
of intracavitary radium and external roentgen 
therapy. Further roentgen therapy is given 
in the postoperative period. By thus proceed- 
ing, the 5 year survivals were increased to 71 
per cent as compared to 55 per cent when 
the operation was done first. The absolute 5 
vear survival of all cases treated since the 
introduction of supervoltage roentgen therapy 
approaches 50 per cent. 

3. In eareinoma of the ovary a combination 
or alternation of surgery and radium therapy 
is used freely. The 5 and 10 year survivals 
continued to move around 20 and 18 per cent, 
respectively, throughout the entire period. Con- 
trary to expectation, roentgen 
therapy has brought no improvement in the 


supervoltage 


survival curve. 

4, In carcinoma of the external genitalia, the 
indications for operation and radiation ther- 
apy are greatly individualized. In_ lesions 
around the vulva, operation becomes the ma- 
jor procedure, whereas for skin cancers of the 
labia and especially the carcinomas of the vag- 
inal canal one may have to rely entirely on 
‘radiation therapy. The 5 year survivals for 
the entire group represent 16 per cent and the 
10 vear survivals run a close parallel. 

All in all, it appears that notable progress 
has been made in the treatment of gynecological 
cancer. The absolute survival curves obtained 
so far, thought not the apogees of achievement, 
represent resulis which can not but encourage 
us to further increase our efforts in combating 


this very malignant disease.—S. G. & O. 
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SULFONAMIDE POSAGES 
Dosage of Sulfanilamide 


A. Severe infection. 

Initial dose (oral): 0.10 gram per kilogram 
of body weight. 

Subsequent doses (oral): Total daily dose 
based on 0.10 gram per kilogram, this to 
be divided in 6 parts and given q.4 h. 
day and night until 7 days of normal 
temperature have elapsed. 

B. Mild and moderately severe infection. 

Total daily dose based on 0.10 gram _ per 
kilogram of body weight, this to be di- 
vided into 6 parts and given q.4 h. day 
and night until 5 days of normal tem- 
perature have elapsed. 

Hemolytie streptococcal otitis media, mas- 
toiditis or osteomyelitis present a special 
problem because these infections involve 
bone. Sulfanilamide should be continued 
for at least 10 days after a clinical eure 
has been effected. 


_ 


Dosage of Sulfapyridine and Sulfathiazole 
Pueumococcal Pneumonia 
A. Adults. 

Initial dose (oral) either 4.0 grams. 

Subsequent doses (oral) either drug. 1.0 
gram q. 4h. day and night until the tem- 
perature has been normal for 72 hours. 

B. Infants and children. 

Initial dose (oral) either drug. 0.15 gram 
per kilogram up to 25 kilograms of body 
weight. 

Subsequent doses (oral) either drug. Total 
daily dose is based upon 0.15 gram per 
kilogram up to 25 kilograms of bod) 
weight, this to be divided into 4 parts 
and given q. 6 h. day and night until 
the temperature has been normal for 48 
hours. 


Staphylococcal Pneumonia 
A. Adults and children. 

Sulfathiazole is the drug of choice. If sat- 
isfactory response is not obtained, in- 
crease the daily dose by 25 to 50 per cent. 
Continue until temperature has been nor- 
mal for 5 days. 


Dosage of Sulfathiazole in Staphylococcal 
Infections Other Than Pneumonia 
A. Chemotherapy should not be used for boils. 
mild furnculosis, ete. 


B. Adequate surgical therapy should always 
be used in conjunction with chemotherapy 
I. Diffuse staphylococcal cellulitis, lym 
phangitis, ete., in adults. 
Initial dose (oral): 4.0 grams. 
Subsequent doses: 1.5 grams q. 4 h da) 
and night until the infection has 
ceased spreading. Then 1.0 gram 4q. 
4 h. day and night for 7 days. 
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II. Staphylocoeeal bacteremia in adults. 
Initial dose (oral): 4.0 grams. 
Subsequent doses: 1.5 grams q. 4 h. 

until the temperature has been nor- 
mal for 48 hours. Then 1.0 gram q. 
4h. for 14 days. Then 0.5 grams q. 
4h. for another 14 days. 

III. Stapylococeal infections in infants and 
children. The initial subsequent doses 
are produced from those advised for 
adults in proportion to the weight 
of the infant or child. 


Dosage of Sulfapyridine or Sulfathiazole in 
Treatment of Gonorrhea in the Male 
Hither drug may be used. 
First day dose: 3.0 grams, i.e., 0.5 gram at 
3 hour intervals six times a day. 

Subsequent doses (2nd to 10th days): 2.0 

grams per day. 

If by the 5th day of treatment a marked 
mprovement in symptoms and signs of the 
disease has not taken place, shift to the other 
lrug and carry on as outlined above. If a 
shift in medication has been made and after 
>) days marked improvement is not observed, 
stop drug therapy and begin conservative local 
treatment. In any event do not continue treat- 
ment with these drugs beyond 15 days in pa- 
tients suffering from gonorrhea. 


Dosage of Sulfadiazine and Sodium 
Sulfadiazine in Treatment of 
Pneumococcal Pneumonia 
A. Adults 
1. Oral Therapy : 

Initial Dose: Sulfadiazine—0.10 
per kilogram of body weight. 

Maintenance Dose: Sulfadiazine — 1.0 
gram q.4 hours day and night until 
the temperature has been normal for 
three days. 

2. Parenteral and Oral Therapy: 

Initial Dose Parenteral: Sodium Sulfa- 
diazine—0.10 gram per kilogram of 
body weight made up as 5% solution 
in sterile distilled water. (Do not boil 
or autoclave.) Administer slowly by 
the intravenous route. 

Maintenance Dose Oral: Sulfadiazine — 
1.0 grams q.4 hours day and night un- 
til the temperature has been normal 
for three days. 

3. Parenteral Therapy : 

Initial Dose: Sodium Sulfadiazine— 
0.10 gram per kilogram of body 
weight made up as a 5% solution 

in sterile distilled water. (Do not boil 
or autoclave.) Administer slowly by 
theintravenous route. 

Maintenance Dose: Sodium Sulfadia- 
zine—0.05 gram per kilogram of 
body weight made up as a 5% solu- 

lution in sterile distilled water. (Do 


gram 
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Administer 


autoclave.) 
slowly by the intravenous route q. 
12 to 18 hours. Determine the blood 


not boil or 


concentration of the drug daily. 
Concentrations of more than 20 mil- 
ligrams % are inadvisable. Change 
to oral therapy with sulfadiazine as 
soon as possible. 
3. Infants and Children 
The initial doses of sulfadiazine and sodium 
sulfadiazine are caleulated and adminis- 
tered in the same way as for adults. The 
maintenance doses of sodium sulfadiazine 
are likewise estimated in the same man- 
ner. The total daily dose of sulfadiazine 
is calculated upon the basis of 0.10 gram 
per kilogram of body weight, is divided 
into sir parts and is given at 4 ‘hour 
intervals day and night until the temper- 
ature has been normal for 48 hours. 


Dosage of Sulfadiazine and Sodium Sulfadia- 
zine in Treatment of Hemolytic 
Streptococcic Infections 
A. Mild and Moderately Severe Infections 

1. Oral Therapy : 

Initial Dose: Sulfadiazine — 0.05 gram 
per kilogram of body weight. 

Total Daily Dose: Sulfadiazine — 0.10 
gram per kilogram of body weight di- 
vided into six doses and given q.4 
hours, day and night until the tem- 
perature has been normal for five days. 

B. Severe Infections 
1. Parenteral and Oral Therapy : 

Initial Dose Parenteral: Sodium Sulfa- 
diazine—0.15 gram per kilogram of 
body weight made up as a 5% solution 
in sterile distilled water. (Do not boil 
or autoclave.) Administer slowly by 
the intravenous route. 

Total Daily Dose Oral: Sulfadiazine— 
0.15 gram per kilogram of body weight, 
divided into six equal doses and given 
at 4 hour intervals, day and night un- 
til the temperature has been normal 
for five days. Then decrease dose 
of drug slowly until patient is ambu- 
latory. 

2. Parenteral Therapy: 

Initial Dose: Sodium Sulfadiazine 
advised above. 

Maintenance Dose: Sodium Sulfadiazine 
—).05 gram per kilogram of body 
weight made up as a 5 per cent solu- 
tion in sterile distilled water. (Do not 
boil or autoclave.) Administer slowly 
by the intravenous route q.12 hours. 
Determine the blood concentration of 
the drug daily. Concentrations of more 

than 20 milligrams per cent are inad- 
visable. Change to oral therapy with 
sulfadiazine as soon as possible. 
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Parenteral Use of Sulfanilamide, Sulfapyridine 
or Sulfathiazole 
Sulfanilamide: To be used only when oral 
medication is impossible. 

Initial dose: 0.10 gram per kilogram of body 
weight made up in a 1 per cent solution 
in sterile physiological saline or 1/6 molar 
sodium racemic lactate. 

Subsequent doses: 0.05 to 0.075 gram per 
kilogram of body weight in a 1 per cent 
solution, q. 6 to 8 h. 

It is best to give solutions of sulfanilamide 
by the subcutaneous route. Oral adminis- 
tration of sulfanilamide should be started 
as soon as possible. 

Sodium Sulfapyridine or Sodium Sulfathiazole: 

To be used only when oral medication is 
impossible or satisfactory concentrations 
of the drug cannot be obtained by oral 
administration. 

Initial dose: 0.06 gram per kilogram of body 
weight of the sodium salt made up a 5 
per cent solution of sterile freshly distilled 
water. Do not try to sterilize by auto- 
claving or boiling. 

Subsequent doses: 0.03 gram per kilogram of 
body weight of the sodium salt in a 5 per 
cent solution repeated at about 6 hour 
intervals. 

Always give slowly (10-15 minutes) by the 
intravenous route. Oral administration of 
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sulfapyridine or sulfathiazole should be 


started as soon as possible. 
—N. W. Med. 


BLOOD FINDINGS IN PERNICIOUS 
ANEMIA 


. Erythrocytopenia —decreased number of 


red blood cells, often to 1,000,000 or less. 


2. Leukopenia—total white cell count of 5,000 


or less. 


3. Thrombocytopenia — decrease in platelets, 


often to extreme low values. 


. Hypochromemia—decrease in hemoglobin 


but not in proportion to the decrease in 
number of red blood cells. 


. Hypoproteinemia—b1lood plasma protein 


less than 6 per cent. 


}. Anisocytosis with the presence of large 


immature red cells as megalocytes and gi- 
gantocytes. 


. Nucleated red blood cells with the presence 


of normoblasts, megaloblasts or giganto- 
blasts. 


. Poikilocytosis, with a tendency to oval 


forms—ovalocytosis. 


. Reticulocyte percentage increase at onset of 


remissions, whether spontaneous or induced 
by therapy. 


. Polychromatophilia. 
. Basophilie stippling. 
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PURIFIED SOLUTION of LIVER .. Smith-Dorsey 
(Council. oHecepledt ie) 


For rapid and effective action in the treatment of 
pernicious anemia, Smith-Dorsey offers a U.S. P. 
solution for intramuscular injection. Contains all the 
fraction G (Cohn) of the liver extract. The solution 
is rigidly standardized . . twice tested by animal in- 


jection to prevent local tissue reaction . 


. sealed in 


ampoules and vials . . finally tested for sterility. 


Ampoules Purified Solution of Liver U.S.P., Smith-Dorsey 
1 cc. (10 U.S.P., Injectable Units per cc.) 


Vials Purified Solution of Liver U.S.P., Smith-Dorsey 


10 cc. 


(10 U.S.P., Injectable Units per cc.) 


Vials Purified Solution of Liver U.S.P., Smith-Dorsey 


30 cc. 


(10 U.S.P., Injectable Units per cc.) 


The Smith-Dorsey Company 
LINCOLN, NEBRASKA 
Manufacturers of Pharmaceuticals to the Medical Profession since 1908. 


Please mention SOUTHWESTERN MEDICINE when answering advertisements 
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BAXTER TRANSFUSO-VAC 


ee. safe, completely closed technique —with dependable vacuum 


The Baxter Transfuso-Vac 
container and accessories 
are all that are needed 

for drawing, citrating, 
transporting, storing, 
filtering and infusing. 
One operator can handle 


entire technique unassisted. 


The Transfuso-Vac has a mechanically induced vacuum—which gives 
positive assurance that transfusion will not be interrupted by low vacuum 
and that blood will remain sealed under vacuum. 

The exclusive precision Transfuso-Valve decurately controls flow, pre- 
serves vacuum and prevents contamination—extremely important in 
phlebotomy, but indispensable in aspirating serum and plasma. Another 
important and exclusive Baxter accessory is the Filterdrip with its stain- 
less steel mesh, which filters every drop of blood and prevents clots from 


passing through tubing. 


= 


on Baxter, [No. 


RESEARCH AND PRODUCTION LABORATORIES 


GLENDALE, CALIFORNIA 


DISTRIBUTORS: 


The C. A. Bischoff Surgical Co 

The Denver Fire Clay Co. . Denver-Salt Lake City-El Paso 
Great Falls Drug Co Great Falls 
McKesson & Robbins Billings 
Missoula Drug Company Missoula 


San Francisco 
Tacoma-Seattle 


Ohio Chemical & Manufacturing Co 
Shaw Supply Co., 

Shaw Surgical Co 

Southwestern Surgical Supply Co 


Spokane Surgical Supply Company Spokane 


SUPPORT YOUR ADVERTISERS 
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. Color index above 1.0—a hyperchromic or 
rarely normochromie anemia. 

. Volume index above 1.0—a large red cell 
anemia. 
Hypersegmentation of polymorphonuclear 
neutrophils. 

. Relative lymphocytosis—35 to 40 per cent 
common. 

16. Delayed coagulation time. 

. Eosinophilia—5 to 8 per cent values com- 
mon, especially following liver therapy. 
Items 6, 7, 13, 12, 9, 14, 1 and 3, in 
the order named, have the greatest 

significance and value. 
—J. Mis. St. Med. Assoc. 


NURSING POSITIONS OPEN IN 
PANAMA CANAL 


Nurses are needed for work in the Panama 
Canal. The Civil Service Commission has an- 
nounced a special examination to recruit nurses 
for these jobs. No written test will be given 
and applications will be accepted at the Com- 
mission’s Washington office until further pub- 
lie notice. 

The entrance salary for nurses in the Panama 
Canal service is $168.75 a month with provision 
for promotions at stated intervals. A deduction 


November, 194: 


of $40 a month is made for subsistence anc 
quarters whieh are available for single womer 
only. An additional 5% deduction is made to 
ward a retirement annuity. 

Appointments will be made to general stafi 
duty and to psychiatric work. To qualify fo 
general duty, applicants must have completed 
a three-year course in a school of nursing, and 
be registered as a graduate nurse. For psychia- 
trie duty, applicants must have completed a 
three-year course in a school of nursing in a 
psychiatric hospital and be registered as a 
graduate nurse. However, nurses who have had 
a three-year general nursing course and have 
had one year of experience on the nursing staff 
of a psychiatric hospital may also qualify for 
psychiatrie duty. Applicants will be accepted 
from persons in their final year of training in 
a nursing school although they must submit 
proof of the completion of the training course 
and registration as a graduate nurse before they 
enter on duty. Applicants must not have passed 
their thirty-fifth birthday. 

Further information and application forms 
may be obtained from the Commission’s repre- 
sentative at any first-or second-class post office 




















GEORGE TURNER, M. D. 





TURNER’S CLINICAL AND 
X-RAY LABORATORIES 


FIRST NATIONAL BANK BUILDING 
EL PASO, TEXAS 


CLINICAL PATHOLOGY 
X-RAY DIAGNOSIS 
X-RAY THERAPY 
RADIUM THERAPY 
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LACTOGEN 


approximates 
women’s milk in the 
proportion of 
food substances 


T ue cow’s milk used for Lactogen is scientifically 
modified for infant feeding. This modification is ef- 


fected by the addition of milk fat and milk sugar in 





definite proportions. When Lactogen is properly di- 
luted with water it results in a formula containing the 
food substances—fat, carbohydrate, protein, and ash 
—in approximately the same proportion as they exist 
in woman’s milk. 





My own belief is, as already 
No advertising or feed- stated, that the soerage well 
ing directions, except to baby thrives best on artificial 
physicians. For free sam- foods in which the relations of j 
ples and literature, send the fat, sugar, and protein in DILUTED MOTHER’S 


your professional blank to ; ; 
“Lactogen Dept.” Nestlé’s the mixture ere similar to those LACTOGEN MILK 


. 2 ”? 
Milk Products, Inc. 155 E. in human milk. 
44th St., New York. N. Y. John Lovett Morse, A.M., M.D. 


Clinical Pediatrics, p. 156 ee YAH 


FAT CARB. PROTEIN ASH 


NESTLE’S MILK PRODUCTS, INC. 


155 EAST 44TH ST., NEW YORK, N. Y. 
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or fiom the central office direct in Washington, 
D.C. 





CAUSES OF DEATH AMONG 
PHYSICIANS 


All 
Average Total Cardiac “% of % of 

Year Aze Deaths Diseases Total Coronary Cardiac 
1940 5 3633 1515 41% 46% 
1939 ‘ 3879 1583 40% 42% 
1938 ¥ 3768 1491 39% 39% 
1937 , 3398 1358 37% 

1936 " 3581 1374 38% 

1935 J 3491 1343 38% 

1934 , 3393 1131 38% 19% 
1933 . 3354 1351 33% 

1952 . 3142 1101 38% 11% 
1931 2952 1065 39% 10% 
1330 2943 1059 35% 10% 


—Ill Med. J. 
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ABDOMINAL Heeger OF INFANCY AND CHILDHOOD: 
By William E. Ladd, D., PF. A. C. S., William E. Ladd, 
Professor of Child Rimes at Harvard Medical School; 
of Surgical Service, The Children’s Hospital, Boston; 
Robert E. Gross, M. D., Associate in Surgery, the Harvard 
Medical School; Associate Visiting Surgeon The Children’s 
Hospital; Associate in Surgery The Peter Bent Brigham 
Hospital, Boston. 455 pages with 268 illustrations. Phila- 
a and London: W. B. Saunders Company, 1941. Price 


Dealing mainly with the congenital aspects 
of abdominal and child- 
hood this text is a milestone in the advance- 


jective, Convenient 


surgery in infaney 


THE effectiveness of Mercurochrome has been 
demonstrated by twenty years’ extensive clinical use. 


For the convenience of physicians Mercurochrome 
is supplied in four forms—Aqueous Solution for 
the treatment of wounds, Surgical Solution for 
preoperative skin disinfection, Tablets and Powder 
from which solutions of any desired concentration 
may readily be prepared. 


Merewrochrome, MWD. 
(dibrom-oxymercuri-fluorescein-sodium) 


is economical because solutions may be dispensed 
at low cost. Stock solutions keep indefinitely. 


Mercurochrome is accepted by the 
Council on Pharmacy and Chemistry of 
the American Medical Association. 


Literature furnished on request 


HYNSON, WESTCOTT & DUNNING, INC. 
BALTIMORE, MARYLAND 
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ment and understanding of pediatric surgery. 
No longer can the pediatric patient be con- 
sidered as a diminutive man or woman but as 
a distinet entity with problems vastly differ- 
ent from the general run of surgical patients. 
Both the pediatrician and the surgeon will find 
much that is helpful in evaluating their sur- 
gical pediatric problems. In general, treat- 
ment for the most part is presented from both 
the conservative and radical viewpoints with 
the greater tendency conservatism. 
One cannot but recommend this book highly. 
—V.M. Ravel. 


towards 


INFANTILE PARALYSIS. A Symposium Delivered at Van- 
derbilt University April, 1941. Pp 229. The National Foun- 
dation For Infantile Paralysis, Inc., New York City. 

These six lectures were presented by unques- 
tionably outstanding authorities in their field. 
They of history, etiology, immunilog- 
ical and serological phenomena, pathology and 
pathogenesis, and treatment and rehabilitation 
with reference to Poliomyelitis. With the ex- 
ception of the last two chapters, most of the 
diseussion deals mainly with experimental data, 
and the problems confronting the research man. 
The last chapter is devoted entirely to the treat- 


consist 





“You c can n get it from Park Bishop” 


Bandage Scissors (Lister) 5/2” 
Each $1.40 
Ya Doz. $7.00 


Send us your old instruments to be 
repaired, sharpened, chromed 
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WORTHY OF THE ROENTGENOLOGIST’S SKILL 


VERTICAL CONTROL 
In 200 and 500 Capacities 


Delicious and 


Refreshir, 


if ft Goal Re 


THE ate MULTICRON 


Requiring just 4 simple steps for operation 


SELECT THE 
KILOVOLTAGE 
MILLIAMPERAGE 
TIME 
AND MAKE THE EXPOSURE 


No other adjustments of any kind are re- 
quired to compensate for variations resulting 
from the kilovoltages or milliamperages se- 
lected. 

Keleket pioneered this advanced engineer- 
ing achievement and is justly proud of this 
vital and important contribut‘on to the field 
of X-ray. In fact so advanced was the Kele- 
ket Multicron in design and effectiveness 
that it has been widely imitated. 

This is another example of Keleket’s 40 
year leadership—our field engineers are at 
your service for consultat:on on any matters 
pertaining to X-ray. 

WRITE OR PHONE 


Southwestern 


Surgical Supply Co. 


El Paso, Texas Phoenix, Arizona 


FLOOR CONTROL 
In 209 and 500 Capacities 


DRINK 


EVERYBODY 
KNOWS 


COPYRIGHT 1939, THE COCA-COLA COMPANY 
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ment and rehabilitation and would be of most 
interest to the Unfortunately this 
book does not contain the answer to this baf- 


clinician. 


fling disease. It does present some clues which 
we hope will make the next edition of this 
book one of the final chapters in our under- 
standing of infantile paralysis—V. M. Ravel. 


EFFECTIVE LIVING: By C. E. Turner, A. M., Sc. D., 
Dr. P.h. Professor of Biology and Public Health, Massa- 
chusetts Institute of Technology; former Associate Professor 
of Hygiene Tufts Medical and Dental Schools: formerly Di- 
rector of Health Education Studies, Malden, Mass.; Chair- 
man of Health Section, World Federation of Education As- 
sociations—and Elizabeth McHose, B. S., M. A., Director of 


86c out of each $1.00 gross income 
used for members benefit 


PHYSICIANS CASUALTY ASSOCIATION 
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Hospital, Accident, Sickness 


For ethical practitioners exclusively 
(56,000 Policies in Force) 


LIBERAL HOSPITAL EXPENSE $10.00 
COVERAGE per year 


$5,000.00 ACCIDENTAL DEATH i 
$25.00 weekly indemnity, aceid ; 


per year 
$10,000.00 ACCIDENTAL DEATH For 


$50.00 weekly indemnity, accident and sickness $64.00 
per year 


$15,000.00 ACCIDENTAL DEATH For 
$75.00 weekly indemnity, accid $96.00 


per year 





For 








t and sickness 











t and sickness 





39 years under the same management 


$ 2,000,000 INVESTED CLAIMS 
$10,000,000 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for 
protection of our members. 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


Send for applications, Doctor, to 
400 First National Bank Building - Omaha, Nebraska 
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Physical Education for Girls and Chairman of the Health 
—_ syn Rieaee Reading, Pa. 164 Illustrations. 

This volume is written as a textbook for stu- 
dents of high school age, and as its title implies, 
is designed to furnish knowledge cdficerning 
health problems which will increase the effi- 
ciency of the individual in planning ways and 
means of preserving health.» The book discusses 
exercises, care of the skin, nutrition, and the 
physiology of the major systems of the body. 
It goes into some detail in regard to heredity 
and family health problems, and discusses quite 


A CONVENIENT uisT FOR THE PHYSICIAN 


PATRONIZE APPROVED DRUGGISTS 
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PHOENIX, ARIZONA 





WAYLAND'S 


PRESCRIPTION PHARMACY 
“PRESCRIPTION SPECIALISTS" 


BIOLOGICAL PRODUCTS ALWAYS READY 
FOR INSTANT DELIVERY 
PARKE-DAVIS BIOLOGICAL DEPOT 
MAIL AND LONG DISTANCE PHONE ORDERS 
RECEIVE IMMEDIATE ATTENTION 


Professional Bldg. Phone 4-417] Phoenix 








DORSEY-BURKE DRUG CO. 


PHOENIX’ QUALITY DRUG STORE 


RELIABLE PRESCRIPTIONS 
FREE DELIVERY 


Van Buren at 4th St. 
Phone 4-561 1 


Phoenix 











Founded 1896 by Dr. Hubert Work 


A modern, newly constructed 








WOODCROFT HOSPITAL, PUEBLO, COLORADO 


Sanitarium for the scientific 
care and treatment of those 
nervously und mentally ill, the 
senile and drug addicts. 


CRUM EPLER, M. D. 
Superintendent 
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Acomplete technique of treatment and literature will be sent upon request 
o 


*Silver Picrate is a definite crystalline compound of silver and picric acid. 
It is available in the form of crystals and soluble trituration for the prepara- 
tion of solutions, suppositories, water-soluble jelly, and powder for vaginal 
insufflation. 
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(DUE TO NEISSERIA GONORRHEAE) 


iver Picrate, 


Wyeth, has a convincing record of 
effectiveness as a local treatment for 
acute anterior urethritis caused by 
Neisseria gonorrheae.t An aqueous 
solution (0.5 percent) of silver pic- 
rate or water-soluble jelly (0.5 per- 
cent) are employed in the treatment. 


1. Knight, F., and Shelanski, 
H. A., “Treatment of Acute Ante- 
rior Urethritis with Silver Picrate,” 
Am. J. Syph., Gon. & Ven. Dis., 
23, 201 (March), 1939. 


JOHN WYETH & BROTHER, INCORPORATED, PHILADELPHIA 
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I. makes their regular check-ups 
“fun” by giving youngsters some 
wholesome CHEWING GUM 


he’s such an easy, thoughtful gesture to always offer 
your little patients some delicious Chewing Gum 
while they’re waiting or when they leave the office. 
They just love it— and it makes a big hit with 
adults, too. And for such a small cost this one, 
friendly, little act goes a long way in winning extra 
good will and affection. Besides, as you know, the 
chewing is an aid to mouth cleanliness as well as 
helping to lessen tension. Enjoy chewing Gum, 
yourself. Get a good month’s worth for your 
office today. 
There’s a reason, a time 
and place for Chewing Gum 


NATIONAL ASSOCIATION OF CHEWING GUM MANUFACTURERS, STATEN ISLAND, NEW YORK 
SUPPORT YOUR ADVERTISERS 
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broadly the problems of¢communicable disease, 
sanitation, and related problems. 

The make-up of the book is typically that 
of a text, with suggested problems and activi- 
ties for independent reading or investigation at 
the end of each chapter. The factual material 
There are numerous ex- 
cellent illustrations, and I am sure that on the 
whole, it fulfills its purpose efficiently. 

—L. O. Dutton. 


of the book is sound. 


THE CARE OF THE AGED: (Geriatrics) By Malford W. Thew- 
lis, M.D. Attending Specialist, General Medicine, United States 
Public Health Hosp'‘tal, New York City; Attending Physician, 
South County Hospital, Wakefield. R. I.; Special Consultant, 
Rhode Island Department of Public Health. 50 Illustrations. 
The C. V. Mosby Company. 

This book of 579 pages is a valuable addition 
to the library of any pre 
It contains a wealth of 
gestions 


which, 


ictitioner of medicine. 
information and sug- 
treatment of the aged, 
if properly utilized, will make for im- 
proved efficiency in the care of this group of 
patients. 


concerning 


The book is divided into four sections. The 
first section deals with general consideration 
and offers many pertinent points, the most im- 
portant of which is concerned with an effort 
to prevent premature senility, and the prolong- 
ing of life. 

Section two deals with a of miscel- 
laneous concerned anatomic 
changes in the ages, as well as physiological and 
pathological changes. The section on nutrition, 
rest, and exercise in old age is particularly valu- 
able. 

Section three deals with infectious and non- 
infectious diseases. 
with those phases of the diseases discussed as 
they apply to aged patients. 

Section four is, the most important 
section of the book. This deals with the patho- 
logical conditions in old age that are particu- 
larly a result of degenerative changes. A group 
of miscellaneous with 
particular emphasis on variations from the 
typical that are dependent upon senescence. 

The style the typography 
and make-up of the book is excellent; and the 
subject matter and practical. The 
volume should be of particular interest to 
those in general practice —L. O. Dutto». 
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FOR SALE—Equipment for Smal! Hospita!. Dr. 
W. C. Hackett, 216 E. Washington St., Phoenix, 
Phone 3-7304. 
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